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Preface 
“Today, nearly one-third of the world’s population lives in urban slums, and over 90% of 
slum dwellers live in low-income and middle-income countries, including hundreds of 
millions of young people”. 
United Nations Children's Fund (2012) 
“Currently, sexually transmitted infections (STIs) threaten the health of young people 
growing up in urban slums more than any other age group in low- and middle-income 
countries, and as many as 2.2 million young people are living with HIV”. 
(Mmari and Astone, 2013) 
Malawi and South Africa lies in the Southern and Eastern Africa (SEA) region where HIV 
continues to be a challenge in urban slums (Thomas et al., 2011; Madise et al., 2012). Young 
people in these settings are a rapidly growing segment of the urban population at high risk of 
HIV acquisition in the region (Mberu et al., 2013; Gibbs et al., 2012; Stroeken et al., 2011). 
A specific focus on young people living in urban slums is important today than at any time 
before given that (1) the majority of young people are growing up in these settings where 
they are among the most disadvantaged and vulnerable in the region and deprived of the most 
basic services (United Nations Children's Fund, 2012); and (2) a growing number of young 
people in these settings are out of school and fall outside the net of most of the existing HIV 
prevention interventions (Mberu et al., 2013; Gibbs et al., 2012; Stroeken et al., 2011). 
A key challenge is that there is no comprehensive framework for understanding and 
responding to HIV among young people in urban slums in the region. As a result, young 
people living in these settings are not targeted appropriately in HIV prevention interventions. 
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It is my hope, therefore, that the findings from this research will not only contribute to 
science, but towards the need for an urban slum-specific combination HIV prevention 
framework that accounts for the unique needs of young people residing in the growing urban 
slums of the SEA region. 
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Abstract 
Rationale 
Young people aged 15-24 years account for nearly half (41 percent) of new HIV (Human 
Immunodeficiency Virus) infections in people over 15 years globally and 52 percent of this 
number occurs in the SEA region (UNICEF, 2011). Unprecedented urban growth in cities is 
occurring in this region and approximately 75 percent of the urban population are young 
people (UN-HABITAT, 2008). This urban growth has been accompanied by urbanisation of 
poverty in the growing urban slums or urban informal settlements
1
, where approximately 70 
percent of the urban residents live (UN-HABITAT, 2010b). The UN Human Settlements 
Programme has identified five characteristics that define an urban slum, namely poor 
structural quality of housing, overcrowding, insecure residential status, inadequate access to 
safe water, inadequate access to sanitation and infrastructure (UN-HABITAT, 2010b). 
Research from some countries in the SEA region has shown that the HIV prevalence and 
incidence in urban slum populations is double (or more) that in the non-urban slum 
population of the same city (see, for example, Thomas et al., 2011; Madise et al., 2012; Rehle 
et al., 2007; Kyobutungi et al., 2008). This difference might be partly due to HIV-related 
sexual risk behaviour of young people living in urban slums (Mmari and Astone, 2013; 
Unger, 2013). Given that urban slums are home to a growing number of young people in the 
SEA region, there is the need for more innovative research on context-specific factors 
associated with HIV-related sexual risk behaviour to inform a specific combination 
prevention framework that will impact strongly on the HIV epidemic. 
                                                 
1
 In this thesis, I will focus on the term urban slum rather than urban informal settlement as per definition by 
the United Nations that I have given. 
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Malawi and South Africa are helpful examples of the currently urbanising and the most 
urbanised countries in the SEA region with some similarities between urban slum contexts, 
but also with large variations due to the historical, political and economic situations of the 
respective countries. For example, existing studies in Malawi (Mkandawire, 2011; 
Mkandawire et al., 2011a; Madise et al., 2007) and South Africa (Tenkorang et al., 2011; 
Burns and Snow, 2012) have highlighted that young people living in urban slum settings are 
at high risk of HIV acquisition. In addition, these studies highlight similar challenges faced 
by the growing numbers of young people living in urban slum settings, which include 
unemployment, poor access to education, health care, food, and continue to experience high 
levels of sexual abuse (Mkandawire, 2011; Tenkorang et al., 2011). Although these studies 
have provided important information, there are significant gaps in knowledge regarding 
context-specific (or local) indicators of disadvantage associated with sexual risk behaviour. 
Specifically, existing studies have focused on income-related measures of poverty (for 
example, low levels of income, unemployment, and education) to predict sexual risk
2
. 
One of the strongest critiques emerging of income-related measures of poverty is that they do 
not reflect access to basic needs and services (Thomas et al., 2011; Vearey et al., 2010). Such 
a critique has led some researchers to call for moving away from income-related measures of 
poverty to measures capturing critical aspects of poverty – that is, capturing material 
deprivation – that best represent the conditions and realities of living experiences in urban 
slums to predict sexual risk (Greif, 2012; Kunnuji, 2014; Mberu et al., 2013). 
                                                 
2
 In this research, I define HIV-related sexual risk (or sexual risk for short) as those sexual practices that have 
been found to be associated with high risk of HIV acquisition. These sexual practices considered in this 
research are: (1) non-use of condom at last sex; (2) multiple (two or more) sexual partners; (3) transactional 
sex; and (4) coercive sex. I use the term sexual risk as an umbrella term of these sexual practices in this thesis. 
Specific definitions of these sexual practices used in this research are provided in the published papers. 
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To this end, three measures of disadvantage – housing and food insecurity, and poor access to 
health care – have been highlighted as critical living conditions associated with sexual risk in 
urban slums in the SEA region (Greif, 2012; Mberu et al., 2013). Housing, food and health 
care access are multidimensional concepts that encompass aspects of housing quality, 
instability and overcrowding (Aidala et al., 2005); availability, accessibility and utilisation of 
food (Ivers and Cullen, 2011) and affordability, acceptability and availability of health care 
(Peters et al., 2008; Thiede and McIntyre, 2008). 
My review of the literature confirms that there is no consistency on what constitutes and how 
to measure these critical living conditions in relation to HIV sexual risk in urban slums of the 
SEA region. Another limitation in existing studies is that the association between material 
deprivation and sexual risk is most frequently examined through the inclusion of either one 
dimension of deprivation or a single deprivation-related item (Greif, 2012). The lack of data 
on multiple-item measurement of the components of material deprivation has always been 
cited as a reason for considering one dimension of deprivation or a single deprivation-related 
item. It is likely that additional nuance underlying this association is not yet examined given 
that single-item measures of deprivations overestimate or underestimate the statistical 
significance leading to biased results (Noble et al., 2010). My research contributes in this 
direction by using multiple measures of housing and food insecurity and poor access to health 
care to conceptualise material deprivation in relation to sexual risk. 
Aim 
Based on the findings from two sub studies, this PhD aims to better understand relationships 
between local measures of material deprivation, economic deprivation, and dimensions of 
sexual risk that will inform the development of an urban slum-specific combination HIV 
prevention framework to reduce the HIV risk of young people in Malawi and South Africa. 
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Methods 
Two sub studies were undertaken: one in South Africa (Sub study I) and another one in 
Malawi (Sub study II). Sub study I was a secondary analysis of a cross-sectional survey of 
young people (n = 530) living in urban slum households extracted from the 2011 loveLife 
survey with young people aged 18-23 years old in South African four of nine provinces – 
KwaZulu Natal, Mpumalanga, Eastern Cape, and Gauteng. Young people in the age cohort of 
18-23 years old are important given that they transition rapidly from low HIV vulnerability 
when they are 10-19 years old to high HIV vulnerability (UNICEF, 2011). Sub study II 
included five focus group discussions and 12 in-depth interviews, undertaken with a total of 
60 young people aged 18-23 years old, exploring living experiences and sexual risk practices 
in the urban slums of Blantyre, Malawi. This exploratory qualitative study informed a cross-
sectional survey that explored material deprivation and sexual practices among young people 
(n = 1,071) in the urban slums of Blantyre, Malawi. 
The focal research variables in Sub study I were ‘material deprivation’, ‘financial difficulty’ 
and ‘sexual risk-taking’. Material deprivation was assessed by summing the single-item 
measures of housing and food insecurity, and poor access to health care to create a 
dichotomous measure that indicated the presence of one or more hardships. Financial 
difficulty was defined by assessing items that asked respondents if they received any income 
from any source last month or if anyone in the household receive a grant. The dependent 
variable, sexual risk-taking, was defined from a series of items about condom use, multiple 
(two or more) sexual partners and transactional sex. Variables from these measures were 
dichotomous, indicating whether a respondent used condom(s) at last sex or not, had two or 
more sexual partners or not, and exchanged sex for money or goods in the last 12 months or 
not. The variable on transactional sex involved the giving of cash or goods for males and 
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receiving for females. Given this information, ‘high sexual risk-taking’ was defined by those 
who reported that they had not used condoms at last sex or exchanged sex for money or 
goods in the last 12 months irrespective of the number of sexual partners they had or those 
who reported use of condoms at last sexual intercourse, but had more than one sexual partner. 
In Sub study II, material deprivation was defined by a total of 20 indicators of insufficient 
housing, food insecurity, and poor access to health care (see Paper II, Table 1). From these 
indicators, all households in the study sites were assigned a deprivation sum score based on 
17 items (11 on food insecurity, five on housing and one on poor access to health care) 
available from the survey instrument (see Paper III). Households with the highest scores were 
defined as ‘deprived households’ (Dodoo et al., 2007; Kuipers et al., 2013). Unemployment 
was determined by asking the young people their primary occupation – the work from which 
they earn most of their income (Dzator, 2013). Six occupational categories (construction, 
trading, services, industry, agriculture, and unemployed) were created from the responses and 
used in the analysis. Coercive sex was measured asking whether a respondent had been 
forced by a partner or non-partner to have sex when he or she did not want to. 
Through synthesis of the findings from the two sub studies, four central themes were 
identified: (1) patterns of sexual risk; (2) underlying reasons for decisions to engage in 
transactional sex; (3) measures of disadvantage associated with sexual risk; and (4) study 
design and methods. These four themes assist me in making recommendations for a new 
urban slum-specific combination HIV prevention model for young people in the SEA region. 
Key findings 
Prevalence of no condom use at last sex was significantly higher in both young men and 
young women living in urban slums in Malawi than their counterparts in South Africa 
(p<0.001, respectively). With regards to multiple sexual partners, young people in Malawi 
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were less likely to report having multiple partners than their counterparts in South Africa 
(49.3% vs. 64.1% (p=0.002) for young men, and 18.7% vs. 28.7% (p=0.032) for young 
women). Prevalence of coercive sex in Malawi was 15.8% and 44.4% in young men and 
young women respectively. Lastly, transactional sex was significantly higher in young men 
and young women in Malawi than their counterparts in South Africa (p<0.001, respectively). 
The qualitative data analysis reveals that housing and food insecurity influenced both young 
men’s and young women’s motivations for engaging in transactional sex. Poor access to 
health care and a desire for high-value social goods (such as cellular phones, the latest hair, 
and clothing styles) influenced the young women’s motivations for transactional sex. 
Adjusted logistic regression models show that material deprivation was significantly 
associated with increased odds of high sexual risk-taking for young men (adjusted odds ratio 
[AOR]=1.20; 95% confidence interval [CI]=1.10, 5.58) and young women (AOR=1.43; 
95%CI=1.35, 3.28). However, financial difficulty is the most salient influence on young 
women’s high sexual risk-taking (AOR=2.11; 95%CI=1.66, 2.70) (Paper I). A multi-level 
model adjusted for other risk behaviours, age, marital status, duration of residence, household 
structure, school status, level of education and received money from relatives shows that 
unemployment was associated with young men to report experiencing coercive sex 
(AOR=1.77, 95%CI: 1.09, 3.21) while material deprivation (AOR=1.34, 95%CI: 0.75, 2.39) 
was not. Young women in deprived households were more likely to report experiencing 
coercive sex (AOR=1.37, 95%CI: 1.07, 2.22) than in less deprived households (Paper III). 
A further analysis of logged coefficients from the regression models (Model 2 in Paper I, 
Table 4, and Paper III, Table 5) multiplied by their standard deviations shows that: (1) for 
young women, financial difficulty (0.16 = (log 2.11)*(0.50)) exerted the strongest effects on 
sexual risk-taking followed by material deprivation (0.10 = (log 1.43)*(0.66)) (Paper I). In 
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the same Paper I, material deprivation (0.04 = (log 1.20)*(0.50)) shows noteworthy and 
significant effects on sexual risk-taking for young men; (2) material deprivation (0.08 = (log 
1.37)*(0.58)) and unemployment (0.12 = (log 1.77)*(0.50)) were the most influential 
variables associated with coercive sex among young men and young women respectively. 
Based on this further analysis, I argue that existing HIV prevention efforts based on research 
that employed only measures of economic deprivation – and did not explore material 
deprivation – may not be effectively responding to the specific conditions found to be critical 
in the urban slum settings in Malawi and South Africa. 
With regard to the strengths of association between various deprivations and dimensions of 
sexual risk, this research shows what the gaps are in understanding the differences between 
South Africa and Malawi and therefore what future research is needed to develop tools to 
assess the generic and specific settings in different countries in the SEA region regarding 
HIV risk. Material deprivation has been shown in this study to remain a robust predictor of 
sexual risk in statistical models (Papers I and III). Furthermore, findings from the qualitative 
study (Paper II) indicate that a desire for high-value social items (for example, latest clothing 
styles, hair products, and cellular phones) underlie young women’s motivations for 
transactional sex in urban slums. Thus, it is argued that responses to material deprivation, to 
reach full potential, need to engage with a desire for fashionable goods as well. 
Through the synthesis of the findings from the two studies, I have suggested key 
recommendations and strategies required for responses that prioritise young people in urban 
slums in Malawi and South Africa. 
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Implications 
Based on the findings of this research, an urban-slum specific combination HIV prevention 
framework is suggested for young people in the SEA region. It is argued that a combination 
HIV prevention framework targeting young people living in these settings requires 
understanding of both material disadvantage and desire for high-value social goods, since 
intervention efforts that focus on a purely income-related measure of poverty of levels of 
income are likely to fail. This requirement is likely to be useful for addressing the unique 
challenges faced by young people residing in urban slums. Moreover, the understanding 
suggested here will enable countries in the SEA region to reduce health risks among young 
people living in urban slums. 
This research contributes a new methodological approach that highlights what data are 
needed in order to better understand context-specific measures of disadvantage associated 
with sexual risk among young people living in urban slum settings in the SEA region. The 
study findings suggest that there is need to develop appropriate tools to collect more detailed 
research data on the generic and context-specific issues in different urban slum settings in the 
SEA region regarding structural determinants of HIV sexual risk that would inform context-
specific responses. Future multi-country study should employ a settings approach to assess 
HIV-related sexual risks and guide the development of appropriate responses for young 
people living in urban slums of the SEA region. 
 
Keywords: Material deprivation, young people, urban slums, HIV, sexual risk, combination 
HIV prevention.  
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Structure of the thesis 
This PhD is being written through a publication route; with the thesis consisting of a series of 
three published academic papers that is preceded by a ‘cover story’3. 
The cover story 
I will begin by presenting – upfront – the research question (in Section 1), research aim and 
the specific research objectives (in Section 2) that this thesis aims to address. 
A background section (Section 3) follows that includes a literature review on the HIV 
epidemic and urban slums in Southern and Eastern Africa. The literature review outlines gaps 
in understanding – and responding to – local contexts associated with sexual risk in the 
growing urban slum settings in the SEA region that this thesis contributes towards. 
A conceptual research framework is then presented. This framework has been developed to 
assist in explaining the complex relationships between local measures of deprivation and 
sexual risk, drawing on the social determinants of health framework. 
I then move on to present the four central thesis themes that arose from the analysis of the 
empirical data, and has guided the synthesis of the research findings: (1) patterns of sexual 
risk vary by sex and country in urban slum settings; (2) underlying reasons for decisions to 
engage in transactional sex; (3) need for more detailed measures of disadvantage associated 
with sexual risk; and (4) study design and methods to understand generic and context-specific 
issues in urban slums. 
An overview of the data and methods applied in this research are then presented in Section 4. 
                                                 
3
 The term ‘cover story’ originates from Umea University in Sweden. It has been adopted within the School of 
Public Health, University of the Witwatersrand to refer to the written piece that synthesises the set of 
publications that together form the requirements for submission of a PhD with publications. 
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I have organised the results section (Section 5) into three sub sections. The first sub section 
(by way of background) provides a short description of the socio demographic characteristics 
of the South African and Malawian study populations. The second sub section presents 
results from a comparative analysis of the two country quantitative datasets. The last sub 
section presents the four thesis themes emerging from a synthesis of all the data from the two 
sub studies and new results of an analysis of variables which explained the most variance in 
sexual risk in the two quantitative studies. 
I use the discussion section (Section 6) to discuss the results thematically with reference to 
the four thesis themes and the existing literature. In addition, I use the discussion section to 
suggest innovations in combination HIV prevention strategies for young people living in 
urban slum settings in the SEA region. 
A section outlining the limitations of this research follows (Section 7). 
Finally, the concluding section (Section 8) of the ‘cover story’ summarises the research 
findings according to the emerging thesis themes and the implications for an urban slum-
specific framework for HIV prevention among young people living in urban slums of the 
SEA region. The section concludes with suggestions for future research. 
The last section is a presentation of the three papers of this thesis. 
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1. Research question 
The key research question addressed in this research is: how does the combined influence of 
material and economic deprivations, and individual-level factors affect sexual risk 
among young men and young women in urban slums in Malawi and South Africa? 
 
2. Aim and objectives 
This research has two overall goals: (1) to provide suggestions about what innovations are 
needed for an urban slum-specific combination HIV prevention framework for young people 
living in urban slums of the SEA region; and (2) to contribute new methods for measuring 
local expressions (context-specific factors) of disadvantage associated with HIV-related 
sexual risk behaviour of young people in these settings. 
2.1 Research aim 
Based on a review of the literature and the synthesis of two sub studies conducted in Malawi 
and South Africa, the aim of this research is to better understand relationships between local 
measures of material deprivation, economic deprivation, and dimensions of sexual risk that 
will inform the need for the development of an urban slum-specific combination HIV 
prevention model in urban slum settings to reduce risk of young people in these settings. 
2.2 Research objectives 
1) To examine association between material deprivation and sexual risk-taking among 
18-23 year old young women and young men in urban slums using secondary data 
from South Africa and apply the findings of this analysis to the study design and 
methods in Malawi; 
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2) To explore the role of material deprivation in sexual decisions among 18-23 year old 
young men and young women in the urban slums of Blantyre, Malawi; 
 
3) To describe patterns of unsafe sex by gender among young people living in urban 
slums in Malawi and South Africa; and 
 
4) To develop and test a multi-level model of associations of material deprivation, 
economic disadvantage with sexual risk behaviour among 18-23 year old young 
women and young men in the urban slums of Blantyre, Malawi. 
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3. Background 
In this section, I will provide an overview of the links between urbanisation, HIV and 
inequality in the Southern and Eastern Africa (SEA) region. In particular, I will highlight 
what I consider to be the key limitations of our understanding of sexual risk within a context 
of high HIV prevalence in the growing urban slums of the SEA region. In addition, I will 
highlight what I consider to be the critical concerns in the existing structural interventions to 
address sexual risk among young people living in urban slums in this region. These issues 
have been identified through a review of the literature and the two sub studies that form this 
research. The two sub studies draw on both quantitative and qualitative methods to explore a 
range of urban experiences focussing on indicators of material deprivation – specifically 
housing and food insecurity, and poor access to health care – known to be associated with 
HIV-related sexual risks – (non-use of condom at last sex, multiple (two or more) sexual 
partners, and transactional sex) in urban slum settings (Greif, 2012; Kunnuji, 2014). 
However, my review of the existing studies confirms that there is no consistency on what 
constitutes and how to measure these critical factors in urban slum settings of the SEA region. 
The methodological approach used in my research shows what I consider to be three key 
study findings: (1) facing hardship in meeting basic necessities underlies motivations for 
decisions to engage in transactional sex among both young men and young women in urban 
slums; (2) young women may be coerced to have sex for things – such as housing, food or 
access to healthcare – deemed necessary for survival in urban slums; but beyond that (3) a 
desire for fashionable goods underlies young women’s motivations for decisions to engage in 
transactional sex. These findings are used in later sections of the thesis to critique existing 
frameworks on HIV prevention that provide suggestions for the design of HIV prevention 
interventions in high HIV prevalence settings – in this case, urban slums – in the SEA region. 
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The findings from the two sub studies lead me to argue that existing frameworks on HIV 
prevention in high HIV prevalence settings are unable to engage adequately with the 
conditions and realities in urban slum settings. In particular, I will go on to argue that existing 
structural interventions – as well as research – that focus on income-related indicators of 
poverty do not deal adequately with the lived experiences of young people in urban slums in 
a context of high HIV prevalence. One of the strongest critiques emerging of income-related 
measures of poverty is that they do not reflect levels of access to key basic services among 
residents in urban slums (Thomas et al., 2011; Vearey et al., 2010; Lynch et al., 2000).  As a 
result, HIV prevention interventions focussing on addressing income-related measures of 
poverty alone lack adequate suggestions for how to deal with broader deprivations – such as a 
reduced access to key basic services - in order to reduce the health risks among young people 
in these settings. Findings from the two sub studies have informed the key recommendations 
and strategies required for responses that prioritise young people in urban slums in HIV 
prevention. Specifically, I argue that strategic prevention interventions should focus on 
addressing material deprivation and the desire for high-value social items when targeting 
young people in urban slums. A specific focus on young people in urban slums of the SEA 
region is important given that: (1) research from some countries in this region has shown that 
the HIV prevalence and incidence in urban slum populations is double (or more) that in the 
non-urban slum population of the same city (Thomas et al., 2011; Madise et al., 2012; Rehle 
et al., 2007; Kyobutungi et al., 2008); and (2) recent evidence has highlighted young people 
in these settings as an increasingly marginalised segment of the urban population at high risk 
of HIV acquisition (Mberu et al., 2013; Gibbs et al., 2012; Stroeken et al., 2011). 
3.1 Urbanisation and HIV in the Southern and Eastern Africa (SEA) region 
Unprecedented urban growth is occurring in the SEA region where estimated rates of urban 
growth are considered to be the highest (at 3.3% per year between 2005 and 2010) globally 
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(UN-Habitat, 2010a). The urban population of this region was 53 million in 1990 – a number 
that rose to approximately 110 million in 2010 – (United Nations, 2011). Furthermore, the 
United Nations has estimated that the urban population in this region will exceed 200 million 
by 2030 (United Nations, 2011). Currently, approximately 70% of the urban population in the 
region live in urban slums (UN-HABITAT, 2008). 
Urban slums are associated with a high HIV prevalence in the SEA region (Thomas et al., 
2011; Madise et al., 2012; Kyobutungi et al., 2008; Rehle et al., 2007). Research from some 
of the countries in the SEA region has shown that the HIV prevalence in urban slums is 
double (or more) that in the non-slum areas of the same city (Thomas et al., 2011; Madise et 
al., 2012; Kyobutungi et al., 2008; Rehle et al., 2007). For example, a recent survey 
undertaken with 3000 men and women in two urban slums in Nairobi, Kenya showed that 
HIV prevalence was 12% among urban slum residents compared with 5% and 6% among 
residents in other urban and rural areas respectively (Madise et al., 2012). Similarly, HIV 
prevalence in South Africa is highest in urban slum settings where approximately 21.6% of 
the residents are HIV-positive (Shisana et al., 2009). Approximately 8.7% of the South 
African population lives in urban slums, and this estimate represents approximately 30% of 
new HIV infections (Rehle et al., 2007). Magadi (2012) used data from the Demographic and 
Health Surveys (DHS) from 20 countries in sub-Saharan Africa to establish the extent to 
which these intra-urban differences are generalisable across countries. The study came up 
with broadly similar findings to existing research that residents in urban slums have 
significantly higher odds of HIV infection than their counterparts in non-slum areas (Magadi, 
2012). Although existing studies on urban slum residence and HIV provide useful findings, 
gaps exist in knowledge regarding how specific urban slum conditions may be associated 
with a high HIV prevalence. Limited attention is paid to the mechanisms of how poor urban 
living conditions are associated with a high HIV prevalence. 
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The lack of such studies is especially notable among young people living in urban slums – 
who are highlighted as an increasingly marginalised segment of the urban population at high 
risk of HIV acquisition (Mberu et al., 2013; Gibbs et al., 2012; Stroeken et al., 2011). It is 
thought that young people growing up in these settings are among the most disadvantaged 
and vulnerable in the SEA region and deprived of the most basic services (United Nations 
Children's Fund, 2012). Young people who face this marginalisation are thought to be most at 
risk of HIV acquisition in urban slums (Unger, 2013; Mmari and Astone, 2014). However, 
existing studies have in a large part provided limited analysis of the magnitude of differences 
in HIV status and/or acquisition among young people in urban slums and non-slum areas. A 
contributing factor to the dearth of scholarly work in this direction has been the unavailability 
of urban-specific data which disaggregate young people in urban slum and non-slum areas. 
3.2 Sexual risk and the urban slum environment 
Research from some countries in the SEA region – including Malawi and South Africa – and 
around the world have highlighted the significant disadvantages faced by young people with 
respect to sexual risk relative to other population sub-groups in non-slum settings (see, for 
example, Kabiru et al., 2010; Zulu et al., 2002; Beguy et al., 2009; Greif et al., 2011; Dodoo 
et al., 2007; Krishnan et al., 2008; Brewster et al., 1993; Browning et al., 2008; Mkandawire, 
2011; Tenkorang et al., 2011). These studies have focused on issues of social and economic 
inequality, as well as other structural factors, such as youth unemployment and education 
opportunities, social cohesion and integration (or the lack of thereof) to determine how 
deprivation is associated with sexual risk in urban slums (Brewster et al., 1993; Browning et 
al., 2008; Dodoo et al., 2007; Greif et al., 2011). Regarding social cohesion and integration, 
these studies have shown that social networks through forms of social support, social 
influence, social engagement and attachment are linked to access to resources and material 
goods in urban slums. The greater social density and social isolation in these settings may 
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contribute to closed sexual networks that underpin HIV risk, particularly for women. 
Alternatively, family and social networks can provide social support and reinforce social 
norms and behaviour that serve as protective factors (financial assistance) and reduce risk of 
HIV acquisition. Despite this evidence, Greif (2012) and Burns and Snow (2012) noted that 
these social aspects might not be critical in urban slums in the SEA region. A dominant 
theme that has emerged from studies conducted in this region and other countries in sub-
Saharan Africa, is that the economic stresses associated with low wages and widespread 
youth unemployment are associated with young women using sex in exchange for basic 
needs – commonly referred to as transactional sex (see, for example, Luke, 2005a; Izugbara 
et al., 2013; Adedimeji et al., 2007). 
Defining transactional sex is a challenge because it is a common practice to exchange 
resources in sexual relationships (Stoebenau et al., 2013; Zembe et al., 2013). Nonetheless, 
there seems to be a common understanding by social scientists that transactional sex differs 
from sex work in that: (1) the exchange for resources is undertaken in a relationship; (2) the 
negotiation of exchange for resources is neither explicit nor upfront; and, (3) those who 
engage in the practice differentiate their behaviour from sex work (Leclerc-Madlala, 2003; 
Poulin, 2007; Wamoyi et al., 2010; Wojcicki, 2002). In the qualitative component of this PhD 
research, transactional sex operated as exchange of sex for goods or resources in casual or 
committed relationships (see Paper II). 
Whilst existing studies have provided useful insights on transactional sex, limited attention is 
paid to what influences decisions to engage in this sexual practice from the perspective of 
both young women and young men living in urban slums of the SEA region. However, 
research that used data from the Demographic and Health Surveys (DHS) has shown that 
7.4% - 42.8% of unmarried young men and 3.4% - 18.3% of married men reported engaging 
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in transactional sex (Luke, 2005b). Transactional sex in DHS surveys across countries in sub-
Saharan Africa is defined by ever paid for sex – which is inadequate given that the inclusion 
of paid in the definition leads to young people to report participation in paid transactional sex 
(Stoebenau et al., 2013). Another study in the urban slums of Ibadan, Western Nigeria, 
showed that 29% of young men and 38% of young women aged 15 – 24 years were engaged 
in transactional sex (Adedimeji et al., 2007). This situation is critical in urban slums given 
that many young people in these settings experience an acute lack of resources including poor 
access to healthcare, and where deprivation of material resources manifests in different ways 
and influences young people to make different decisions to survive, including decision-
making around sexual behaviour. 
Furthermore, literature exists that suggests that in urban slums, a desire for high-value social 
goods (for example, latest clothing, hair products, and cellular phones), and use of mass 
media technologies are examples of factors that underlie young women’s decisions to engage 
in transactional sex (Zembe et al., 2013; Kaufman et al., 2014; Stoebenau et al., 2013). Few 
studies have addressed the question of why and how desire for consumer goods becomes so 
relevant in these settings. Thus, HIV prevention programmes might not be successful if we do 
not understand why young people are inclined to consumerism to a point that they can risk 
their health in urban slums. While the question of why consumerism has become so central in 
these settings it goes beyond the aims of this thesis. I focus on the roles of both material 
disadvantage and a desire for fashionable goods in decisions to engage in transactional sex as 
well as decision not to use condoms and to have more than one sexual partner. This focus is 
important as it will assist in what implications this has for the design of future research and 
effective HIV prevention targeting young people living in these settings. 
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Linked to the circumstances surrounding young people’s decision to exchange sex to address 
unmet needs or a desire for fashionable goods, Tyler and Johnson (2006) add some caution – 
that some young people may be coerced to have sex for basic things deemed necessary for 
survival in urban slums. In a qualitative study undertaken with homeless youth in the United 
States, Tyler and Johnson (2006) found that whilst some young people had exchanged sex for 
things – food, shelter, money or drugs – they deemed necessary in order to survive, others 
were coerced or forced to do so. While transactional sex and coercive sex are defined 
differently, the research findings by Tyler and Johnson (2006) suggest a continuum of 
determinants of the two sexual risk behaviours among young people living in disadvantaged 
urban settings. The interest in research to explore these indicators of material disadvantage in 
relation to coercive sex has grown in urban slum settings of the global south (Chant, 2013; 
McIlwaine, 2013). For example, McIlwaine (2013) has commented that poor housing, food 
insufficiency and poor access to health care intensify or attenuate the effects of individual-
level factors that influence coercive sex in urban slums. However, innovative and high-
quality research is needed to substantiate McIlwaine’s (2013) claim. Gaining a clearer 
understanding of those factors identified in the literature not only contributes to knowledge, 
but also to measure progress in addressing the social determinants of health in order to reduce 
health inequalities between residents in urban slums and non-slums (Vearey et al., 2010; 
Thomas et al., 2011). In the light of this thought, Thomas et al. (2011) note that there is a 
growing need to address the upstream determinants of HIV acquisition – such as transactional 
sex and coercive sex – among the residents in slums by focusing on housing and food 
insecurity, and poor access to health care that are found to be critical in the SEA region. 
Thomas et al. (2011) conclude by suggesting that there is a need for HIV prevention 
strategies in slums to address food insecurity, insufficient housing, and poor access to health 
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care. This call is made given that these factors affect the likelihood of acquiring HIV and 
focussing on these factors is necessary in order to inform effective HIV prevention strategies. 
In summary, I have outlined what I argue to be the critical measures of deprivation associated 
with transactional sex and coercive sex in urban slums – in particular, insufficient housing, 
food insecurity, and poor access to health care. I have also argued that it is important to 
explore the roles of both material deprivation and a desire for fashionable goods in decisions 
to engage in unsafe sex in urban slums. Findings from this research have important 
implications regarding how to understand and respond specifically to HIV among young 
people living in urban slum settings of the SEA region. 
3.3 Responding to HIV among young people in slums of the SEA region 
In this section, I will review the existing frameworks guiding the development of prevention 
interventions among young people in high HIV prevalence settings in the SEA region. The 
review shows that there is no comprehensive framework to assists governments in planning 
for – and implementing – interventions to reduce HIV sexual risk of young people in urban 
slum settings. I use the HIV ecological framework – that was developed by the Southern 
Africa Development Community (SADC) for addressing HIV in high HIV prevalence 
settings in southern Africa (SADC, 2006) – as a key conceptual framework assist me in 
organising my review. I will summarise the current state of knowledge from this framework 
by providing examples of what are considered to be best practices. In this regards, I will pay 
particular attention to the combination HIV prevention framework that the Joint United 
Nations Programme on HIV/AIDS (UNAIDS) recommends for addressing weaknesses in 
existing HIV prevention frameworks and for generating significant and sustained reductions 
in HIV incidence in high HIV prevalence settings (UNAIDS, 2010b). Thereafter, I will argue 
that existing frameworks should be further developed for young people in urban slums. 
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3.3.1 The SADC HIV ecological framework 
The SADC framework (Figure 1) was developed by the 14 member states of the SADC – 
including  Malawi and South Africa (UNAIDS, 2010a). This framework recognises that: 
“key drivers of the HIV epidemic in high HIV prevalence settings in southern Africa 
include multiple concurrent partnerships by men and women with low consistent 
condom use, and in the context of low levels of male circumcision; the contributing 
drivers of the HIV epidemic include male attitudes and behaviours, intergenerational 
sex, gender and sexual violence, stigma, lack of openness, untreated viral STIs and 
lack of consistent condom usage in long-term multiple and concurrent partnerships. 
Underlying these drivers are the social and structural factors such as high population 
mobility, inequalities of wealth, cultural factors and gender inequality that render 
young women vulnerable to HIV acquisition” (SADC, 2006: 3). 
Figure 1: The SADC’s ecological framework of drivers of the HIV epidemic 
 
(Figure adapted from SADC, 2006 : 3) 
The SADC ecological framework highlights inequalities of wealth, high population mobility, 
cultural factors and gender inequality as important social and structural drivers of HIV 
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particularly among young women in high HIV prevalence settings in the region (SADC, 
2006). However, part of the overall limitation of this framework is that there is no framework 
to guide its implementation in urban slum settings of a country-specific context. In addition, 
the framework does not provide any guidelines for suggestions of how to develop or 
implement prevention interventions to address the social and structural drivers of HIV. 
Some structural prevention interventions – for example, cash transfers – have been developed 
and implemented among young people in different settings (Baird et al., 2012; Cluver et al., 
2014; Pettifor, 2015). While cash transfers (CTs) promise to change young people’s HIV-
related sexual risk behaviour, there are doubts about whether they will be able to affect the 
social and structural drivers of HIV (Doherty et al., 2013; Zembe et al., 2013). One of the 
critiques emerging of CTs is that their assessment in programmatic settings has been 
anecdotal and few have been designed with rigorous research design linked to biological 
outcomes such as HIV incidence and are thus unlikely to show any evidence of effectiveness 
(for a useful discussion, see Doherty et al., 2013; Pettifor et al., 2012). More than this, CTs do 
not address ‘complex social and economic inequalities’ (Johnston et al., 2015 : 337). For this 
reason, Doherty et al. (2013 : 199) argue that CT’s pause a threat of ‘oversimplifying the 
complex mix of challenges’ of living in urban slums and of solutions that might be needed to 
improve the health and wellbeing of residents in these settings. In the light of these 
challenges, there is a need for more and better designed research of measures of economic 
inequalities, disadvantage and sexual risk as these types of studies are few and the overall 
body of evidence is weak to guide structural interventions aimed at addressing complex 
social issues in urban slums of the SEA region. 
The SADC ecological framework is important given that it usefully engages with economic 
inequalities and sexual risk, and therefore can engage with intra-urban inequalities 
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encompassing disadvantage in urban slums. It also recognises a range of sexual risks – 
including coercive sex (sexual violence) and young women’s involvement in transactional 
sex with older men – all of which have been associated with HIV acquisition among young 
people. However, in the light of the limitations highlighted above, there is a need for research 
to further develop and adapt the SADC framework to urban slums. 
Various frameworks have been developed for urban health developed to assist in 
understanding the impact of urban living conditions on health (see, for example, Vlahov et 
al., 2005; Freudenberg et al., 2005; Galea et al., 2005; WHO, 2008; WHO, 2010; Starfield, 
2007). One of the strongest critiques emerging of the existing urban health frameworks is that 
they fail to assist in what needs to be known and done to reduce risk of young people in urban 
slum settings in the global south (for a useful discussion, see Vearey, 2011). Most of these 
urban health frameworks draw on the Social Determinants of Health (SDH) framework 
(WHO, 2008; WHO, 2010), which is discussed in the next sub section. 
3.3.2 The Social Determinants of Health framework 
The Social Determinants of Health (SDH) framework provides an overview of the social and 
economic determinants of health, and depicts how these determinants could be interlinked. It 
is premised on various theoretical traditions – including, material (or structuralist) theory, 
eco-social theory, psycho-social model, social production of health model –  and on other 
previous SDH models that define the risk and the impact of ill health as the outcomes of 
inequalities in the distribution of SDH in a population (WHO, 2010). The framework 
distinguishes ‘structural determinants’ (for example, macro-economic policy, social policy, 
public policy, governance and social and cultural values) that configure socioeconomic 
position (for example, social class, ethnicity or gender) from ‘intermediary determinants’ that 
include living and working conditions, behavioural, psychosocial and biological factors and 
the health care system. Interactions between the structural and intermediary determinants 
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determine disparities in health and well-being. Figure 2 shows the SDH framework by the 
WHO’s Commission on Social Determinants of Health (CSDH) (WHO, 2010). 
Figure 2: The WHO’s Commission on SDH conceptual framework  
 
(Figure adapted from WHO, 2010) 
While the SADC and the SDH frameworks reviewed above are important, they do not help in 
taking forward a setting-specific approach to assessing HIV risks and guiding the 
development of appropriate interventions for young people in urban slum settings in different 
countries in the SEA region. Thus, based on my literature review and findings from my study, 
I argue that an urban slum-specific framework is required to assist in the planning for – and 
implementing – prevention interventions to address material deprivations and consumerism in 
urban slums of the SEA region. 
I will now turn to combination prevention approaches that the Joint United Nations 
Programme on HIV/AIDS (UNAIDS) recommends for HIV prevention in high HIV 
prevalence settings (UNAIDS, 2010b). This focus is important given that combination HIV 
prevention interventions have become a consensus framework for HIV prevention (UNAIDS, 
  15 
2010b). More than this, combination HIV prevention approaches recognise that isolated HIV 
prevention efforts that do not address context can be far less successful in reducing HIV 
incidence (Hankins and de Zalduondo, 2010; Shanaube and Bock, 2015). 
3.3.3 Combination HIV prevention interventions 
The UNAIDS defines combination prevention interventions as: 
“... rights-based, evidence-informed, and community-owned programmes that use a 
mix of biomedical, behavioural, and structural interventions, prioritised to meet the 
current HIV prevention needs of particular individuals and communities, so as to have 
the greatest sustained impact on reducing new infections. Well-designed combination 
prevention programmes are carefully tailored to national and local needs and 
conditions; focus resources on the mix of programmatic and policy actions required to 
address both immediate risks and underlying vulnerability; and they are thoughtfully 
planned and managed to operate synergistically and consistently on multiple levels 
(e.g. individual, relationship, community, society) and over an adequate period of 
time. They mobilise community, private sector, government and global resources in a 
collective undertaking; require and benefit from enhanced partnership and 
coordination; and they incorporate mechanisms for learning, capacity building and 
flexibility to permit continual improvement and adaptation to the changing 
environment..” (UNAIDS, 2010b : 8). 
Combination prevention programmes operate on different levels (for example, individual, 
relationship, community, societal) to address the specific, but diverse needs of the 
populations at risk of HIV infection (see Figure 3). 
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Figure 3: Interacting causes of HIV risk and vulnerability  
 
(Figure adapted from UNAIDS, 2010b) 
A typical combination prevention approach includes three critical components: (1) 
biomedical interventions (for example, medical male circumcision, and treatment of STI’s); 
(2) behavioural interventions; and (3) structural interventions to address the social and 
structural drivers of the HIV epidemic and create environments more supportive for 
vulnerable populations (UNAIDS, 2010b). Figure 4 shows a typical example of a 
combination HIV prevention framework for vulnerable groups. 
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Figure 4: A combination HIV prevention framework: levels of risk and interventions  
 
(Figure adapted from Bekker et al., 2015 : 73) 
 
Best practice of combination prevention recommends that a specific combination intervention 
drawing from the three critical components should be designed based on local contexts 
(Hankins and de Zalduondo, 2010; Shanaube and Bock, 2015). However, there is still debate 
regarding how to best implement combination intervention approaches in sub-Saharan Africa 
(Vermund et al., 2013; Kurth et al., 2010). Given that few dedicated studies have been 
conducted to provide an understanding of local context associated with sexual risk among 
young people in urban slum settings in the SEA region, little evidence exists to inform 
specific combination interventions for this segment of the urban population in a context of 
high HIV prevalence. Thus, there is still the need for more innovative research on local 
context to inform combination interventions that will impact strongly on HIV in urban slums. 
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3.4 A conceptual framework 
From my review of existing frameworks, it is evident that there is no comprehensive 
framework regarding what needs to be known and done to address material deprivation and 
consumerism to reduce risk of young people living in urban slum settings of the SEA region. 
There is also no urban slum-specific framework specifically to guide combination HIV 
prevention strategies in urban slum settings. 
Against this backdrop, I have developed a conceptual framework that has enabled me to: (1) 
explore local expressions of material deprivation and consumerism associated with sexual 
risk of young people; (2) suggest what the gaps are in understanding the differences between 
different settings and contexts and therefore what future research is needed to develop tools 
to assess the generic and specific settings in different countries in the SEA region regarding 
HIV sexual risk; and (3) suggest what innovations are needed in combination HIV 
prevention strategies specifically for young people living in urban slums of the SEA region. 
Based on review of literature and existing frameworks, the fundamental premise of my 
conceptual framework is that deprivation in the form of limited access to basic needs and 
resources create social and structural conditions that affect health and well-being of urban 
residents (Harpham, 2009). I draw on this perspective to emphasise the local expressions of 
material deprivation that are important in understanding key structural factors associated with 
sexual risk among young people in urban slums in Malawi and South Africa. 
Emphasis on local expressions of deprivation is in recognition of the idea that in order to 
better understand the impact of inequalities of wealth in the SADC ecological framework on 
sexual risk in urban slum settings, it is important to move away from purely income-related 
measures (which do not reflect levels of access to basic services) to measures that represent 
the living experiences in specific urban slum settings (Thomas et al., 2011; Vearey et al., 
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2010). In the light of this idea, the work of Greif (2012) in Nairobi slums, Kenya provides 
useful guidance for me to suggest in my conceptual framework how material deprivation and 
purely income measures could interconnect in relation to sexual risk in urban slum settings in 
Malawi and South Africa. 
It is important to acknowledge that the effects of material deprivation on sexual risk operate 
through different processes – one of which may be the neighbourhood environment – that is, 
residential area in which people live (Diez-Roux, 2001). In this research, urban slums 
constitute the neighbourhood environment. Diez-Roux’s work on effects of neighbourhood 
environment on health-related behaviour (Diez-Roux, 2001) provides a useful theoretical 
guide for me to conceptualise material deprivation as a household-level contextual factor 
within urban slum settings as illustrated in Figure 5. I will now go on to describe material 
deprivation in detail and how it relates to other contextual and individual-level factors in 
explaining sexual risk within urban slums. 
3.4.1 Material deprivation and consumerism 
In this sub-section I will focus on material deprivation and consumerism - as illustrated in my 
conceptual model (Figure 5 below) - and how these two relate to other contextual and 
individual-level factors in explaining sexual risk among young people in urban slum settings. 
3.4.1.1 Material deprivation 
Material deprivation, in my conceptual framework, is a multidimensional construct of local 
measures of lack of appropriate housing, food, and poor access to healthcare. Housing, food 
and health care access are multidimensional concepts that encompass aspects of housing 
quality, instability and overcrowding (Aidala et al., 2005); availability, accessibility and 
utilisation of food (Ivers and Cullen, 2011) and affordability, acceptability and availability of 
health care (Peters et al., 2008; Thiede and McIntyre, 2008). Existing studies have considered 
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either one component or single-item measurement of the components of material deprivation 
(see, for example, Greif, 2012; Kunnuji, 2014; Dodoo et al., 2007). The association between 
material deprivation and sexual risk is most frequently examined through the inclusion of 
either one dimension of deprivation or a single deprivation-related item (Greif, 2012). The 
reason for considering one dimension of deprivation or a single deprivation-related item has 
always been the paucity of data on multiple-item measurement of the components of material 
deprivation. Single-item measures of deprivations often overestimate or underestimate the 
statistical significance leading to biased results (Noble et al., 2010). Thus, my conceptual 
framework proposes multiple items to measure material deprivation which is different from 
the majority of existing studies that used either one component or single-item measurement 
of the components of material deprivation. In so doing, it makes the findings of this study 
more meaningful when material deprivation is discussed, and thus expands the discussion on 
deprivations and understanding of how a combination of varied forms of deprivations may be 
associated with sexual risk of young people in urban slum settings. 
The conceptual framework also illustrates two structural factors that are important in 
moderating the association of deprivation and sexual risk. The two factors are migration 
(population mobility) and family structure. Migration of young people from rural to urban 
areas, in the context of poverty, has been suggested as partly responsible for the high sexual 
risk behaviour in urban slum settings in sub-Saharan Africa (Mberu and White, 2011; Greif 
and Dodoo, 2011; Zulu et al., 2011). I included one migratory factor in my conceptual 
framework, which only reflects length of stay since arrival in the urban slums. This decision 
was based on the fact that the focal construct, material deprivation, is conceptualised based 
on material living conditions (food insecurity, living in overcrowded or unsafe housing, and 
poor access to health care) which are dependent on duration of residence within urban slum 
settings (Greif, 2012). Turning to family structure, most of the existing studies have showed 
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that young people living with neither- or one-parent families are more likely to experience 
more deprivations and therefore greater likelihood of reporting sexual risk behaviour than 
those living with two-parent families (Mkandawire et al., 2011b; Madise et al., 2007). The 
effects of the family structure as well as migration on sexual risk may be interacting with 
individual-level characteristics, revealing a greater overall impact of sexual risk behaviour. If 
the effects are interactive then the results may reveal that the differential vulnerability is 
partly explained by characteristics of their family structure and migration. 
3.4.1.2 Consumerism 
Consumerism – a desire for fashionable goods – is another construct included in my 
conceptual model. The model construct of consumerism helps me to argue that material 
deprivation alone might be insufficient to explain sexual risk among young people in urban 
slum settings. It also helps me to argue that there is need to delve into this aspect to properly 
inform the development of an urban slum-specific combination and HIV prevention 
framework to reduce HIV risk of young people in Malawi and South Africa. Along with 
material deprivation, consumerism might be an important, albeit often overlooked, structural 
driver of young people’s decisions to engage in risky sex in urban slum settings in sub-
Saharan Africa (Underwood et al., 2011; Zembe et al., 2013). As such, it is important to 
explore the roles of both material deprivation and consumerism in relation to sexual risk in 
order to better inform effective combination prevention strategies in these settings. 
3.4.2 Individual-level factors 
The factors described above influence sexual risk through intermediate individual-level 
factors categorised as behavioural, socio-demographic or psychosocial factors. From the 
SADC ecological model (Figure 1), important behavioural factors include engaging in other 
risk behaviour (for example, substance abuse), age-disparate sex, and early age of sexual 
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debut. On the other hand, the socio-demographic factors include sex, marital status, school 
status, and employment status. Psychosocial factors, which include access to HIV/AIDS 
information, knowledge, attitudes, and beliefs, were not included in Figure 5. An explanation 
for not including these factors in Figure 5 is that previous studies on deprivations and sexual 
risk did not consider psychosocial factors (see, for example, Greif, 2012; Kunnuji, 2014; 
Dodoo et al., 2007) or did not yield any significant results (see, for example, Burns and 
Snow, 2012). However, it is possible that other psychosocial factors, such as self-efficacy and 
social support may serve as protective factors and reduce risk of HIV acquisition. I did not 
focus at protective factors in my conceptual framework given that they are not considered as 
critical in urban slums in the SEA region (Burns and Snow, 2012). The next paragraph is a 
brief description of the individual-level factors associated with sexual risk of young people in 
urban slum settings in sub-Saharan Africa. 
Early age of sexual debut is associated with a longer history of sexual activity with multiple 
partners and, therefore, greater likelihood of acquiring HIV in urban slums (Kabiru et al., 
2010). Young women’s involvement in sexual relationships of with older men is associated 
with greater likelihood of acquiring HIV in urban slum settings in the sense that the age-
disparity hampers negotiation of safer sex (Luke, 2003). Marital status influences sexual 
behaviour in the sense that married women may be less likely to negotiate safer sex due to 
fears of being labelled as promiscuous, even when they suspect or are aware of their spouses’ 
extramarital relationships (Kabiru et al., 2010). Low socio-economic status (low income, 
unemployment) at individual level is associated with sexual risk among young women in 
urban slum settings (Dodoo et al., 2007). Evidence has also shown that being out of school in 
these settings is associated with sexual risk (Stroeken et al., 2011). 
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3.4.3 Sexual risk 
The SADC socio-ecological framework (discussed previously in Figure 1) highlights a 
number of key drivers and contributing drivers of the HIV epidemic in high HIV prevalence 
settings in southern Africa. I have used some of these drivers, which are relevant to my study, 
to define outcome measures in my conceptual diagram. Specifically, I have conceptualised 
sexual risk using the following variables: no condom-use at last sex, multiple sexual partners, 
transactional sex, and coercive sex. It is important to note that this way of conceptualising 
sexual risk is an improvement on previous research that approached the same concepts 
without adequate information especially on transactional sex and coercive sex for both young 
men and young women living in urban slums (Gyimah et al., 2012; Luke, 2003). 
I have used arrows between the constructs in the conceptual model to illustrate the interactive 
and dynamic nature of the factors in influencing sexual risk. Gender differences must be 
acknowledged in interpreting the links, although the conceptual model does not include 
gender-related norms, inequalities and power. The reason for not including gender inequality 
is that this research used the term gender as a dichotomy – that is, divided into two non-
overlapping parts (male and female) - which is (in my view) a simplistic way of analysing 
gender inequality considering that it excludes varying attributes given to men and women in 
an society. As a result, I have used the word “sex” when referring to reporting outcomes for 
men versus women, instead of “gender” throughout this thesis. 
 
  24 
Financial difficulty (PAPER I) 
Behavioural factors 
Engaging in other risk behaviour 
Age-disparate sex 
Age at first intercourse 
  
C
o
m
m
u
n
it
y
 &
 h
o
u
se
h
o
ld
 c
o
n
te
x
tu
a
l 
fa
c
to
rs
 
In
d
iv
id
u
a
l-
le
ve
l  
S
E
X
U
A
L
 R
IS
K
 
F
o
o
d
 i
n
se
c
u
ri
ty
 
 Accessibility 
Availability 
Acceptability Q
u
a
li
ty
 h
e
a
lt
h
 
 
Condition 
Overcrowding 
Tenure 
H
o
u
si
n
g
 
in
se
c
u
ri
ty
 
 
C
o
n
su
m
e
ri
sm
 
Availability 
 
Affordability 
 
Modern lifestyle 
 
Clothing 
 
Technology 
H
o
u
se
h
o
ld
/
fa
m
il
y
 s
tr
u
c
tu
re
 
D
u
ra
ti
o
n
 o
f 
re
si
d
e
n
c
e
 
 
Accessibility 
M
a
te
ri
a
l d
e
p
ri
va
ti
o
n
 (
P
A
P
E
R
 I-
II
I)
 
PAPER II 
PAPER II 
PAPER II 
PAPER II 
In
d
iv
id
u
a
l 
so
c
io
-
d
e
m
o
g
ra
p
h
ic
s:
 
(A
g
e
, 
se
x
, 
m
a
ri
ta
l 
st
a
tu
s,
 
sc
h
o
o
li
n
g
, 
a
n
d
 
u
n
e
m
p
lo
y
m
e
n
t 
(P
A
P
E
R
 I
II
) 
  
Coercive sex 
(PAPER III) 
Decision to engage 
in transactional sex 
(TS) (PAPER II) 
Sexual risk-taking (PAPER I) 
No condom-
use at last sex 
Two or more 
sexual partners 
TS 
Figure 5: A conceptual framework used to explore the material deprivation and sexual risk 
nexus in urban slums in Malawi and South Africa 
3.5 Thesis themes 
Through the literature review, my research question, and application of my conceptual 
research framework to the synthesis of the findings of two sub studies, I identified four 
emerging thesis themes. These are: (1) patterns of sexual risk vary by sex and country in 
urban slum settings; (2) underlying reasons for decisions to engage in transactional sex; (3) 
need for more detailed measures of disadvantage associated with sexual risk; and (4) study 
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design and methods to understand generic and context-specific issues in urban slums. The 
themes build on my original conceptual research framework and emerged during the data 
collection and analysis of the data. These themes, which are presented below, have assisted 
me to synthesise the results from the two sub studies and conclude with implications for an 
urban slum-specific combination HIV prevention framework for young people and future 
research in urban slums of the SEA region. The themes are introduced below and will be 
expanded upon in the results section of this thesis. 
3.5.1 Patterns of sexual risk vary by sex and country in urban slum settings 
General findings about sexual risk and urban disadvantage will not benefit the formation of 
strategic interventions for young people in urban slums if significant differences in patterns 
of sexual risk exist in the urban environments across countries. There are noteworthy 
differences of sexual risk between young men and young women in the urban slums across 
the two countries, as well as in the countries that house them. 
3.5.2 Underlying reasons for transactional sex 
An overall theme that connects the two sub studies in this research relates to material 
deprivation experienced by young people in urban slums. However, the narratives from 
young people highlights that in addition to the need to secure basic necessities of everyday 
life, consumerism – a desire for fashionable goods – is another major driving force for sexual 
risk among young people living in urban slums (Paper II). In this regard, young women were 
often motivated to engage in transactional sex in order to access fashionable goods that would 
help them achieve a modern social identity (Paper II). A desire for fashionable goods is 
driven largely by the media or mass technologies (Underwood et al., 2011); young people are 
captivated by fashionable goods, the allure of which some poor young people find irresistible. 
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3.5.3 Need for detailed measures of disadvantage associated with sexual risk 
Through the research, it has become clear that refining measures of economic disadvantage to 
incorporate material deprivation can benefit research and strategic interventions that target 
young people living in urban slums of the SEA region. For example, material deprivation is 
an important factor associated with sexual risk in urban slums in South Africa and Malawi 
(Papers I-III). These findings imply that combination HIV prevention approaches for young 
people in urban slums of the SEA region should be designed to engage with the context and 
implications of material deprivation and consumerism when targeting populations most at 
risk of contracting HIV. Whilst structural interventions such as cash transfers have shown 
that they reduce sexual risk among young women, strategic approaches for dealing with both 
material deprivation and consumerism must be in place in urban slums. In terms of further 
research, the findings imply that future studies should incorporate specific measures of 
deprivations that are found to be critical in urban slums. 
3.5.4 Study design and methods to understand generic and context-specific issues in 
slums 
During the design and implementation of this research, the challenges of measuring 
deprivations and sexual risk using a single data collection method became clear. For example, 
the use of secondary data (Paper I) was challenging because of the use of proxy 
measurements in order to define residence in urban slums. Proxy measurement of urban slum 
residence has face validity, and it is likely to miss key aspects of actual urban slum locations 
(Fink et al., 2014). However, the use of secondary data, and identifying limitations of the 
proxy measurement enabled me to design the two sub studies in Malawi to address these 
limitations. Exploring the sexual experiences of young people in urban slums in Malawi was 
challenging: for example, to find young men who are involved in transactional sex. 
Conducting a cross-sectional household survey in urban slums proved challenging: for 
example, being a household survey, it was not possible to select young people in urban slums 
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who were homeless (see Paper III), and ensuring the safety of fieldworkers presented 
problems when conducting fieldwork during late hours to find young people at home. 
These four thesis themes presented above facilitate the synthesis of the findings from the two 
sub studies. A summary of the four themes is presented in Table 1. The four themes assist in 
suggesting implications for strategic interventions and future research shown in Figure 6. 
Then, Table 2 indicates how the four cross cutting themes link the three papers in responding 
to the specific research objectives. The findings of the sub studies are expanded upon in the 
results and discussion sections. The methods used to explore the nexus of sexual risk and 
deprivation follow. 
Table 1: A summary of the four thesis themes 
Theme Key components and description 
THEME I: Patterns of 
sexual risk vary by sex 
and country in urban 
slum settings: 
Objective 3 
 General findings about sexual risk in urban slums will not assist in 
informing strategic interventions for young people in urban slums if 
there are significant differences in patterns of sexual risk between 
settlements and within and between SEA countries. 
 
 Noteworthy differences exist in sexual risk between young men and 
young women in the urban slums between the two countries. 
THEME II: Underlying 
reasons for transactional 
sex: 
Objective 2 
 Narratives from young people highlight that apart from the need to 
secure basic necessities of everyday life, consumerism – a desire for 
fashionable goods – is another major driving force for sexual risk 
among young people living in urban slums. 
THEME III: Need for 
detailed measures of 
disadvantage associated 
with risk: 
Objectives 1 & 4 
 Local measures of a range of dimensions of deprivation are needed to 
inform development of a new combination HIV prevention framework 
for young people in urban slums of the SEA region. 
 
 Future studies should include measures of material deprivation that are 
found to critical in urban slums of the SEA region. 
THEME IV: Study design 
and methods needed to 
develop tools to assess 
the generic and specific 
urban settings: 
Objectives 1, 2, 3 & 4 
 Design and methods for both (1) research in urban slums and (2) the 
implementation of strategic interventions for young people in urban 
slums. 
 
 A key issue here is use of qualitative methods to give voice to a 
marginalised segment of young people at high risk of HIV acquisition in 
urban slums. 
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Figure 6: The four thesis themes are used to synthesise the findings from the two sub 
studies in order to suggest a combination HIV prevention framework in urban slums of the 
SEA region. 
 
Towards a 
combination HIV 
prevention 
framework for 
young people in 
urban slum 
settings in the SEA 
region 
 
Theme II: Underlying reasons for 
transactional sex 
Sub study 2a: IDI’s and 
FGDs 
(Blantyre, Malawi) 
 
Four cross-cutting themes 
(Synthesis) 
 
Theme I: Patterns of sexual risk vary by 
by sex and country in slum settings 
Theme III: Need for detailed local 
measures associated with risk 
Theme IV: Study design and methods 
needed to develop tools to assess the 
generic and specific urban settings 
Sub study 1: 
Secondary analysis of 
HSRC data, South 
Africa 
 
Sub study 2b: Cross-
sectional survey 
(Blantyre, Malawi) 
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Table 2: Thesis themes covered by the research and a summary of findings of the related original papers 
 
 
THEMES 
PAPER I PAPER II  PAPER III COVER STORY 
Published in 
Journal of Urban Health , 2014 
Published in 
Global Public Health, 2015 
Published in Health & 
Place, 2015 
To be submitted to 
Global Health Action 
THEME I: Patterns of sexual 
risk vary by sex and country 
in urban slum settings: 
Objective 3 
Sexual risk-taking in males and 
females – South Africa 
Common practice of 
transactional sex in males 
and females – Malawi 
Marked prevalence of 
coercive sex in males and 
females – Malawi 
Cross-national patterns 
of sexual risk in males 
and females – Malawi 
and South Africa 
THEME II: Underlying 
reasons for decisions to 
engage in transactional sex: 
Objective 2 
 
 
 
 –  
Housing, food deprivation 
(male and female); poor 
healthcare access and 
desire for fashion (female) 
– Malawi 
 
 
 
 –  
Housing, food 
deprivation (male and 
female); poor 
healthcare access and 
desire for fashion 
(female) – Malawi 
THEME III: Need for detailed 
measures of disadvantage 
associated with sexual risk: 
Objectives 1 & 4 
Material deprivation and male 
and female sexual risk-taking, 
financial difficulty and female 
sexual risk-taking (South Africa) 
 
 
 
 –  
Components of material 
deprivation and female 
coercive sex, 
unemployment and male 
coercive sex - Malawi 
Components of material 
deprivation and sexual 
risk in urban slums in 
Malawi and South Africa 
THEME IV: Study design and 
methods needed to develop 
tools to assess the generic 
and specific urban settings: 
Objectives 1, 2, 3 & 4 
Slum proxy measures; Single-
item measurement of material 
deprivation. (South Africa) – too 
limited in guiding design of 
interventions 
Sampling in hard-to-reach 
population, in-depth 
interviews and focus group 
discussions (Malawi) 
Deficiency of sampling in 
slums, limitation of cross-
sectional survey, multiple-
item measures of material 
deprivation, added 
contribution of multi-level 
modelling  
Overall contribution of 
study design and 
limitations in methods 
points to new ways of 
researching sexual risks 
in urban slum settings, 
conceptual diagram 
revisions – towards a 
new approach to sexual 
risks in slums of the SEA 
region 
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4. Data and methods 
4.1 Exploring the deprivation and sexual risk nexus in urban slums in 
Malawi and South Africa 
This study used a mixed research design to guide the purposeful development of research 
questions and generate meaningful data (see Figure 7 below). Within the mixed methods 
research paradigm, a sequential mixed methods research model was applied. The study 
followed a quantitative-qualitative-quantitative approach to generate data (Creswell and 
Clark, 2011). The rationale for this approach was to integrate the whole research process, not 
just as a way to treat qualitative or quantitative data because they appear in the study 
methods. It is widely recognised that measures of material disadvantage are complex and at 
the same time hard to measure using a single data collection method. Therefore, mixed 
methods research is more appropriate and useful for understanding the complex nature of 
material disadvantage in relation to sexual practices. 
In this study, a series of two sub studies – secondary analysis of quantitative data in South 
Africa, primary qualitative data collection in Malawi and primary quantitative data collection 
in Malawi – were used. The quantitative analyses focused on measurable variable of interest 
– material deprivation – from multiple indicators, while the qualitative analysis focused on 
understanding local expressions of deprivation and the how dimension of sexual experience 
and risk. Table 3 shows an overview of the two studies, and summarises the methodologies 
employed and the study populations. Details on the specific methods are provided in the 
published papers (Paper I-III). 
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Figure 7: A Flow chart showing the two sub studies and their linkages 
 
 
 
Table 3: An overview of the two sub studies, the methodologies used and the study populations 
Sub study Summary of methodology Overview of the study 
population 
Papers 
published 
from sub 
studies 
1. Secondary 
analysis of HSRC 
data, South 
Africa 
 Proxy measurement of slum 
households from the loveLife 
dataset of a survey in four South 
African provinces – KwaZulu 
Natal, Mpumalanga, Eastern 
Cape, and Gauteng; Analysis 
using logistic regression. 
 Young people aged 18–23 
years (263 males, 267 
females) living in urban 
slums. 
PAPER I 
2a. Exploratory 
qualitative study 
in Malawi 
 Five focus group discussions and 
12 in-depth interviews with young 
people: Analysis using anticipated 
and grounded codes. 
 A total of 60 young men and 
women aged 18–23 years old 
living in the two urban slums 
of Blantyre, Malawi. 
PAPER II 
2b. The survey in 
Malawi 
 Cross-sectional household survey 
in the urban slums of Blantyre 
city, Malawi; Analysis using multi-
level modelling. 
 Young people aged 18 -23 
years 
 Information obtained from 
1123 young people living in 
the two urban slums of 
Blantyre, Malawi. 
PAPER III 
 
Sub study 1: 
Secondary analysis 
of HSRC data, 
South Africa 
 
Multi-level 
modelling 
Results of secondary data 
analysis, modification of 
variables 
Qualitative findings, modification of variables 
from sub study 1 for a survey in Malawi. 
Sub study 2b: 
Cross-sectional 
survey (Blantyre, 
Malawi) 
Sub study 2a: 
IDI’s and FGDs 
(Blantyre, Malawi) 
 
Thematic analysis 
Synthesis of 
findings 
(Integrating 
narrative) 
LITERATURE REVIEW 
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4.2 Ethical considerations 
This research was granted approval from the University of the Witwatersrand Committee for 
Research on Human Subjects (ethics approval number M120658) and National Health 
Sciences Research Committee in Malawi (ethics approval number 1078). Copies of the Ethics 
certificates are included in Annexure 1. 
The fieldworkers were carefully trained on the ethical principles guiding research on human 
subjects and these were fully respected during the study process. Participation in the various 
studies was only by those who voluntarily agreed to participate and gave written consent to 
participate after the studies were fully explained. Separate informed consent was also 
obtained to record the interviews. 
4.3 Literature review 
A review of international and local literature was undertaken using multiple databases, 
including PubMed, PsycINFO, Scopus and JSTOR. This review included both published and 
unpublished work. Key search terms included – urban; urban slum; urban health; framework; 
sexual risk; deprivation; disadvantage; inequalities; young people; HIV. The literature review 
was informed using an iterative process by the results of two sub studies (one secondary 
analysis of existing data from South Africa and another one in Malawi that used both 
qualitative and quantitative methods). Furthermore, I kept track of the new literature and 
debates in this developing field throughout the study. 
4.4 Analysis of secondary data from the loveLife Study (Sub study One) 
The first phase of this research consisted of a cross-sectional analysis of secondary data from 
a loveLife study conducted in 2011in South African four provinces – KwaZulu Natal, 
Mpumalanga, Eastern Cape, and Gauteng – by the Human Sciences Research Council 
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(HSRC) Ethics clearance of the loveLife survey was given by the HSRC (Protocol No. REC 
2/16/02/11) (for further information see, HSRC, 2012). A letter of permission to use the 
loveLife data as part of this study was obtained from the loveLife’s National Office in 
Johannesburg, South Africa (see Annexure 2). The use of data from South Africa in this 
research informed the study design of primary quantitative data collection in Malawi. 
To extract the analytical sample from the loveLife dataset, the full loveLife sample of 3,123 
young people was used. A proxy indicator was used based on the type of dwelling through 
the item in the survey which assessed the structural integrity of the wall materials: “what type 
of wall does your dwelling have?” Those who responded by indicating “corrugated iron or 
cardboard” were considered in this paper as living in informal housing or urban slums. This 
process translated to a selected sample of 267 young women and 263 young men of the 
loveLife study sample of 3,123. 
The first set of analyses included descriptive statistics of independent variables and the 
dependent variable sexual risk-taking (Table 1 in Paper I). The second set of analyses 
included bivariate associations between predictors and sexual risk-taking (Tables 2 and 3 in 
Paper I). Only independent variables found to be significantly associated with the dependent 
variable at the 10% level of significance in the bivariate analysis (Table 3 in Paper I) were 
included in the multivariable logistic regression models. Test for collinearity among the 
variables included in the multivariate analysis was done. Additionally, interaction was tested 
between various variables with a p-value <0.10 at the univariate level. Separate multivariable 
logistic regression models were fitted for young men and young women to examine the 
association between an aggregate measure of material deprivation and sexual risk taking, 
adjusted for age, education, employment, and staying with parents (Table 4 in Paper I). 
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4.5 Primary data collection and analysis (Sub study Two) 
In addition to the secondary analysis of data from the South African loveLife study, this 
thesis made use of the following sub study conducted in the urban slums of Blantyre, Malawi 
(see Figure 1 in Paper III showing the location of the study sites): 
 An exploratory qualitative study with young people conducted between December 2012 
and May 2013 (Sub study 2a). 
 A household survey with young people undertaken between June and July 2013 (Sub 
study 2b). 
The methods used in this sub study highlighted findings in their own right and formed the 
forth theme (Theme IV) of this thesis. These findings will be drawn on in the discussion and 
conclusion sections regarding the implications of this research for future studies on 
deprivations and sexual risk in urban slum settings in the SEA region. 
4.5.1 Exploratory qualitative study with young people (Paper II) 
Sixty young people (24 young men and 36 young women, 18–23 years of age) participated in 
five FGDs (two for young men and three for young women). The aim here was to gain a 
detailed understanding of local conceptions of deprivation and youth sexuality and behaviour 
that shape their risk of HIV. FGD guide questions (Annexure 3) focused on how participants 
made sense of sexual risk. Each FGD had more individuals who self-reported multiple sexual 
partners than monogamous sexual relationships. The two FGDs for young men were 
organised according to marital status (married and unmarried), while the three FGDs for 
young women were organised as follows: (i) married and out-of-school, (ii) unmarried and 
out-of-school, and (iii) unmarried and in-school. This organisation of FGDs was based on 
feedback during piloting phase of this study. 
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Two trained and experienced male (aged 26 years) and female (aged 25 years) fieldworkers 
facilitated the discussions and interviews in Chichewa, the national language of Malawi. The 
local research assistants were identified with the help of community leaders from the study 
sites. Two local, trained research assistants (one male and one female) from each study site 
identified their friends who were willing to take part in the study as initial participants for 
snowball sampling. Three days were spent recruiting young people from the pre-existing 
friendship groups of these initial participants, so that they knew each other well and were 
hopefully free to discuss sensitive issues in each other’s presence. 
The IDIs were held with a subset of FGD participants so as to build on the rapport established 
during the group discussion, and to explore some of the issues that had emerged during 
FGDs. IDI guide questions (Annexure 4) allowed participants to reflect on young people’s 
motivations for having sex. The interview guides were flexible to accommodate emerging 
issues. Approximately 2–3 interviewees were purposively sampled per FGD to represent 
schooling status and marital status, and to include both dominant and reserved FGD 
participants. A total of 12 IDIs were conducted with six young men and six young women. 
Data analysis 
Cleaned and verified transcripts were entered into QSR International’s Nvivo 9 software for 
coding and identification of themes. A pragmatic approach that combined the use of 
anticipated codes and grounded codes (Mason, 2006) was adopted to code the data. Grounded 
codes were developed from multiple reviews of the transcripts, while anticipated codes were 
developed from prior knowledge as well as multiple reviews of transcripts. Once coding was 
completed and themes identified (Figure 1 in Paper II), a written account of the interpretation 
of the themes was then compiled (Paper II). 
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4.5.2 A survey with young people in the urban slums of Blantyre, Malawi (Paper III) 
Based on the findings of this qualitative exploratory study and the loveLife survey analysis, a 
survey questionnaire (Annexure 5) was developed and administered to a random sample of 
1071 young people in the urban slums of Blantyre, Malawi. The survey questionnaire 
collected information on various demographic, socioeconomic and behavioural aspects of the 
young people and their families. 
All young people between 18-23 years old in the two areas at the time of study were eligible 
and were asked to participate in the study. Participants were recruited through a three-stage 
sampling process in two purposively selected slum locations, Mbayani and Mtopwa, in 
Blantyre. In the first stage, 11 clusters, defined by geographic location, were selected. 
Households within selected clusters were systematically selected from a listed sampling 
frame. Every second or third household, depending on the cluster size, was selected for the 
survey. Eligible respondents identified in each selected household were 18-23 years old who 
spent the previous night in the household. One individual per household was selected using a 
Kish grid (Cramm et al., 2012) to ensure that all age-eligible individuals in the household 
stood an equal chance of being interviewed. Ten same-sex trained interviewers administered 
the pre-tested questionnaires in the relevant local language, Chichewa, in a private setting. 
The interviews took approximately 30-45 minutes to conduct. All interview data were double 
entered into EpiData v. 3.1 by trained data entry specialists. 
Data analysis 
The quantitative data were analysed using STATA version 12. Sample demographics were 
computed (See Tables 1 and 2 in Paper III). Each of the variables was tested for normality 
using the one sample Kolmogorov-Smirnov test. A p-value       denoted a non-normal 
distribution and where a variable was not normally distributed,       transformation was 
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applied to the data before further analyses were conducted, and otherwise non-parametric 
statistics were used for further analysis. 
Bivariate analyses were performed to assess the association between each of the explanatory 
variables and the outcome variable (see Tables 3 and 4 in Paper III). To analyse the impact of 
material deprivation on coercive sex, a multilevel logistic model (Table 5 in Paper III) was 
used, with the individual as the first level and the household as the second level. 
Additional analyses 
A chi-square test was used to compare some of the socio-demographic factors, indicators of 
material deprivation, and patterns of sexual risks between the two quantitative datasets from 
Malawi and South Africa. In addition, logged coefficients from the final model in Paper I 
(Table 4 in Paper I) and Paper III (Table 5 in Paper III) were multiplied by their standard 
deviations in order to determine variables which explained the most variance in sexual risk. 
5. Key findings 
The results of the two sub studies have already been reported in the three original papers. The 
findings reported below have three sub sections. The first sub section (by way of background) 
provides a short description of the socio demographic characteristics of the South African and 
Malawian study populations. The second sub section presents results from a comparative 
analysis of the two country quantitative datasets. The last sub section presents the four thesis 
themes emerging from a synthesis of all the data from the sub studies and results of an 
analysis of variables which explained the most variance in sexual risk in the two quantitative 
studies. The emerging themes have already been introduced in Table 2 of the Methods 
section above. Throughout this section references are provided of the papers which contain 
the details of the sub study findings. 
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5.1 Socio-demographic description of the two study populations 
This sub section provides a summary of the socio-demographic characteristics of the South 
African and Malawian study populations. A summary of the socio-demographic 
characteristics of the study participants in each of the two sub-studies have been presented in 
the three papers: Paper I (Table 1), Paper II (Table 2) and Paper III (Table 1). 
In South Africa, of the 530 young people, 49% were male and 51% female. The average age 
of the respondents was 20.66 years (SD=2.90) for males and 20.42 years (SD=2.87) for 
females. About 86% of males had received secondary or higher education compared to 90% 
of the females. About 35% of males and 51% of females reported being unemployed. 
In Malawi, of the 1071 young people, 596 (55.6%) were male and 470 (43.9%) were in-
school. Almost half (48.8%) of young men were out-of school, compared with 65.3% of 
young women who were out of school. Participants were roughly equally distributed among 
the different categories for wealth and income, except for high numbers of unemployed 
young women (48.6%) compared to young men (26.3%) (Paper III). 
5.2 Cross-national comparisons between the two study populations 
In this sub section, Table 5 presents a cross-national comparison of selected socio-
demographics material deprivations in the two study samples between Malawi and South 
Africa by gender. 
Using the results of the two quantitative studies, the cross-national comparison of selected 
socio-demographic and material deprivation variables in the two countries’ study samples 
were assessed by gender (See Table 4). The analysis found that there were no statistically 
significant country differences by age, insufficient housing and poor healthcare access 
between the young people in South Africa and Malawi. These results in Table 4 indicate that 
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housing and medical deprivations (access to health care) in the sample do not differ 
significantly between the two countries. However, there were statistically significant country 
differences in terms of unemployment and food insecurity. Young men living in urban slums 
in South Africa were more likely to be unemployed than in Malawi (35.1% vs. 15.8%). 
Young men (50.2% vs. 20.9%) and young women (45.5% vs. 21.6%) in urban slums in 
Malawi were approximately twice more likely to report food deprivation than their 
counterparts in South Africa. 
Table 4: Comparison of socio-demographic factors and indicators of material deprivation in Malawi 
and South Africa 
 Young men Young women 
 
 
Variables 
 
MALAWI 
(n=596) 
% 
SOUTH 
AFRICA 
(n=263) 
% 
 
 
p-
value 
 
MALAWI 
(n=475) 
% 
SOUTH 
AFRICA 
(n=267) 
% 
 
 
p-
value 
Age (mean) 20.20 ±2.02 20.66 ±2.90  19.70 ±1.70 20.42 ±2.87  
Never married  
86.4 
 
100 
 
<0.05 
 
51.0 
 
100 
 
<0.05 
Household size  
4.6 
4.0 <0.05 4.7 4.0 <0.05 
Unemployed 15.8 35.1 0.002 44.4 51.0 0.322 
Food deprivation  
50.2 
 
20.9 
 
<0.05 
 
45.5 
 
21.6 
 
<0.001 
Housing 
deprivation 
 
65.1 
 
66.3 
 
0.882 
 
72.0 
 
67.0 
 
0.443 
Medical 
deprivation  
 
28.2 
 
26.6 
 
0.874 
 
23.6 
 
17.2 
 
0.220 
 
5.3 Synthesising the two sub studies 
This sub section presents the four thesis themes emerging from a synthesis of all the data 
from the sub studies and results of an analysis of variables which explained the most variance 
in sexual risk in the two quantitative studies. The emerging themes have already been 
introduced in Table 2 of the Methods section above. In addition, references are provided of 
the original papers which contain the details of the sub study findings. 
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5.3.1 Patterns of sexual risk vary by sex, and country in urban slum settings 
(Theme 1) 
Table 5 presents patterns of sexual risk (non-use of condoms at last sex, multiple sexual 
partnerships, transactional sex, and coercive sex) in urban slums in Malawi and South Africa. 
Prevalence of ‘no condom use at last sex’ was significantly higher in both young men and 
young women living in urban slum settings in Malawi than their counterparts in South Africa 
(45.6% vs. 19.5% (p<0.001) for young men, and 65.7% vs. 21.3% (p<0.001) for young 
women). With regards to multiple (two or more) sexual partners, young people in Malawi 
reported significantly lower numbers than their counterparts in South Africa (49.3% vs. 
64.1% (p=0.002) for young men, and 18.7% vs. 28.7% (p=0.032) for young women). As 
Table 5 below shows, the prevalence of coercive sex in Malawi was 15.8% and 44.4% in 
young men and young women respectively (coercive sex was not measured in the South 
African study). Lastly, transactional sex (measured by gift-giving) was significantly higher in 
young men and young women in Malawi than their counterparts in South Africa (66.4% vs. 
11.2% (p<0.001) for young men, and 52.0% vs. 5.5% (p<0.001) for young women). 
Table 5: Prevalence of unsafe sex in Malawi and South Africa by sex 
 Young men (%) Young women (%) 
Unsafe sex MALAWI SOUTH 
AFRICA 
 
p-
value 
MALAWI SOUTH 
AFRICA 
 
p-
value 
No condom use 
at last sex 
 
45.6 
 
19.5 
 
<0.001 
 
65.7 
 
21.3 
 
<0.001 
Multiple (2 or 
more) sexual 
partners 
 
 
49.3 
 
 
64.1 
 
 
0.002 
 
 
18.7 
 
 
28.7 
 
 
0.032 
Coercive sex* 15.8  –  – 44.4 –  – 
Transactional 
sex 
 
66.4 
 
11.2 
 
<0.001 
 
52.0 
 
5.5 
 
<0.001 
* Not measured in the South African study 
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5.3.2 Underlying reasons for transactional sex (Theme 2) 
Transactional sex – operating as exchange of sex for goods or resources in casual or 
committed relationships – was recognised by both young men and young women in the FGDs 
and IDIs as a common practice and expectation in the study sites in Malawi (Qualitative data 
were not collected in South Africa). The two major narratives highlighted either material 
deprivation or consumerism as the driving force behind the decision to engage in such 
behaviour (see Table 6). Insufficient housing and food insecurity influenced both young 
men’s and young women’s motivations for engaging in transactional sex. Poor access to 
health care and a desire for high-value social goods (such as cellular phones, the latest hair 
style, and clothing style) also influenced the poor young women’s motivations for engaging 
in transactional sex. 
Table 6: Underlying reasons for decisions to engage in transactional sex (Paper II) 
Major 
themes 
Sub-
themes 
Quotes from Paper II 
M
a
te
ri
a
l d
e
p
ri
va
ti
o
n
 
H
o
u
si
n
g
 in
se
cu
ri
ty
 
“When a girl lacks housing and she wants to find a place to sleep, or she does not have rent, she is mostly found in 
a bar as she does not have a place to live. She will have sex with a guy [in order to have a roof over her head for 
the night] and then does the same thing the next day. (Nasiyato, married, out-of-school, female, 22)”. 
“Most of us here [Area name] live in one-roomed rental houses. We share the room with relatives and sometimes 
friends. … Many of us need to pay (house) rent, so men get money and give it to women for sex. (FGD 1, 
unmarried, out-of-school, female, 18–23).” 
“Young men here sometimes sleep with older women, just because they want to stay [and sleep] at a decent place. 
Several young men get STIs in the process.” 
 
“It is because of poverty that some young men end up having sex with older women... If a young man lacks a safer 
sleeping place even two days, of course you would go to a woman who shows you love. (FGD 3, married, out-of-
school female 18–23).” 
F
o
o
d
 in
se
cu
ri
ty
 
“When you go to the market there is no maize and when we go to the vendors it’s at K8500 [about US$22 per 50 
kg bag of maize], which we don’t have. We just use sex with men so that we source food but there is still no maize 
at the market … You just have sex to source enough money to buy enough food for you and your children. 
(Nankho, unmarried, out-of-school, female, 21). 
“You cannot sleep on an empty stomach when you have a business (meaning vagina) that does not need capital. 
We think that, when you have sex with a particular man then we will at least have a visa for eating that particular 
day.” (Nachi, married, out-of-school female, 20).” 
“With a plate of food here, you can easily get a girl. It happens here regularly. (FGD 5, unmarried, in-school male, 
18–23).” 
“The problem in our area is that girls accept to have sex with a man with just a plate of Nsima. They accept having 
sex for eating Nsima at someone’s home. So the main issue is poverty. It cannot happen if one has food at home. 
(Yotamu, male, unmarried, out-of-school, 22).” 
“I have even witnessed it; the (young) man is my friend and he tells me how an older woman uses him for sex after 
giving food. 
(FGD 4, married and unmarried out-of-school young men aged 18–23 years).” 
P
o
o
r 
a
cc
e
ss
 
to
 
h
e
a
lt
h
 
ca
re
 “You go to a government hospital with a child and wait for hours on a queue. When it is your turn, they tell you 
there are no drugs or just give you Panadol. How can Panadol cure Malaria? Sometimes they tell you to go and 
buy medication. That’s why you end up meeting a man to save [the] life of your child. (Nabiyeni, unmarried female, 
out-of-school, 23).” 
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“Well it [consideration of having sex in exchange for care for her sick child] has happened to me a number of 
times, it usually happens when my child is very sick and I have no means to go to clinic [Referring to private clinic] 
and there is no money. Something tells me, ‘Why am I rejecting the men, after all, my child will be better …’ When 
my mother or my child is sick you ask him to help. Just know that you will have sex. Otherwise, next time he will 
refuse to help you. And it goes on. (Nagama, unmarried, out-of-school, female, 19).” 
“Interviewer: So what happens if you don’t have money to take your child to a hospital? 
 
Nasimati: “[Silence] Sometimes we borrow money from friends” 
 
Interviewer: “Friends?” 
 
Nasimati: “Hmm [Agreeing]” 
 
Interviewer: “Okay. What if your friend doesn’t lend you their money?” 
 
Nasimati: “Try other means” 
 
Interviewer: “Like what?” 
 
Nasimati: “‘Ask’ a sugar daddy. It’s what most women do around here…” 
 
Interviewer: “Okay, but why not go to a clinic for free health care for your child?” 
 
Nasimati: “Most of the nurses in the public hospital are careless and don’t even want to touch your sick child. I go 
to a public hospital only to be told that there are no drugs. They tell you to go and buy medication. (Married, 
female out-of-school, 22).” 
C
o
n
su
m
e
ri
sm
 
M
o
d
e
rn
it
y
 
“Who is going to ask you out? Nowadays men want to ask out a girl who wears clothes with a label. So, a modern 
girl here wants to have leggings, fishnets, cellular phone… (Ndazi, out-of-school unmarried female, 21).” 
“Everything is fashion nowadays. When I get a skin jean, others want to have theirs as well and will accept any 
man for sex, be it older, to get money for a skin jean. (Selina, out-of-school unmarried female, 20).” 
“Girls here don’t want to be outdone. When one has a cellular phone, the other will become resentful and will 
readily accept the advances of a taxi driver so she too can get money for a cellular phone, but of course the taxi 
driver wants sex in return. (FGD 5, unmarried in-school male, 18–23).” 
“With a cellular phone here, you can easily get a girl. Girls here are easy to convince. It happens here regularly. 
(FGD 5, unmarried in-school male, 18–23).” 
A
sp
ir
a
ti
o
n
s 
“In the past it didn’t matter whether you were poor or rich, but nowadays we want high status, these are things we 
learn from television and emulate. The life we live changes by the day, and as it changes so do we. (FGD 3, 
married, out-of-school female 18–23).” 
“You tell yourself that you have feelings for this (married) man and invite him to buy fishnets for you. I think that it 
is the older men who take care of us a lot because if they leave K500 at their home, they make sure to leave me 
with K500 as well. It’s not just the same with young men. Older men are able to pay school fees and buy clothes for 
you. (Ireen, unmarried in-school female, 18).” 
“Most of us want to have things quickly and have no patience to wait. We want to have everything at once by 
having sex with older men. (FGD 2, unmarried female in-school, 18–23).” 
“What influence[s] these girls here is, wanting things to be easy in life and get what their hearts desire. (Jonasi, 
male, married, out-of-school, 23).” 
5.3.3 Need for detailed measures of disadvantage associated with sexual risk (Theme 3) 
This section presents determinants of sexual risk-taking among young people in South 
African urban slums and coercive sex among young people in urban slums in Malawi. 
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5.3.3.1 Material deprivation, financial difficulty and sexual risk in South Africa (Paper I) 
In the South African study, the analysis involved 530 young people: 263 (49%) young men 
and 267 (51%) young women (Paper I). Distribution of sexual risk-taking in the study 
population by explanatory variables is shown in Paper I, Tables 2 and 3. Fifty percent (50%) 
of young men and 33% of young women were involved in sexual risk-taking. Significant 
predictors of sexual risk-taking are financial difficulty and material deprivation. 
Adjusted logistic regression model (Paper I, Table 4) showed that young women in materially 
deprived households had almost one and a half times the odds of sexual risk taking (adjusted 
OR=1.43; 95% CI=1.35, 3.28) compared with young women from non-deprived households. 
A slightly weaker association was found between material deprivation and sexual risk taking 
in young men (adjusted OR=1.20; 95% CI=1.10, 5.58). Financial difficulty remained the 
most salient influence on risk taking among young women (adjusted OR=2.11; 95% 
CI=1.66–2.70) after correcting for covariates (Paper I, Table 4). 
5.3.3.2 Material deprivation, unemployment and coercive sex in Malawi (Paper III) 
In the urban slums of Blantyre, Malawi, the analysis involved 1071 young people: 596 
(55.6%) young men and 475 (44.4%) were young women (Paper III, Table 1). Distribution of 
the prevalence of material deprivations and the sexual history of the participants (Paper III, 
Table 2) shows that thirty-five percent (35%) of young men and 36.6% of young women 
reported some material deprivation. Nearly half (44.4%) of young women who had reported 
coercive sex, compared with 15.8% of young men. This indicates high numbers of potentially 
unsafe sexual events especially for young women. 
A multi-level logistic model for young men, adjusted for other risk behaviours, age, marital 
status, school status, and received money from relatives (Paper III, Table 5, Model 1), shows 
that material-deprivation was not significantly associated with coercive sex (adjusted 
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OR=1.59, 95% CI: 0.90–2.82). The association between material deprivation and coercive 
sex remained insignificant when SES measures were added (adjusted OR=1.34, 95% CI: 
0.75–2.39). However, young men who were unemployed had 77% (adjusted OR=1.77, 95% 
CI: 1.09–3.21) higher odds of reporting coercive sex than those who were working. 
On the other hand, a multi-level logistic model for young women, adjusted for other risk 
behaviours, age, marital status, duration of residence, household structure, school status, level 
of education and received money from relatives (Paper III, Table 5, Model 1) shows that 
young women who lived in materially-deprived households were almost one and half times 
as likely to report coercive sex compared with those in less deprived households (adjusted 
OR=1.40, 95% CI: 1.06–2.24). The association between material deprivation and coercive 
sex remained significant (adjusted OR=1.37, 95% CI: 1.07–2.22) when the three SES 
measures (income, education and employment) were added to the model (Model 2). The 
implications of the robustness of the association between coercive sex and material 
deprivation even when SES measures were added to the model will be discussed in detail in 
the Discussion section below. 
5.3.3.3 Measures of disadvantage with the most variance in explaining sexual risk by 
gender in South Africa and Malawi – new findings 
The measures of disadvantage that explained the most variance in sexual risk were 
determined by using the logged coefficients from the final model in each of the two papers 
(Model 2 in Paper I, Table 4, and Paper III, Table 5, respectively) multiplied by their standard 
deviations (Pampel, 2000) (See Table 7). For young women, financial difficulty (0.16 = (log 
2.11)*(0.50)) exerted the strongest effects on sexual risk followed by material deprivation 
(0.10 = (log 1.43)*(0.66)) in the South African study (Sub-study 1). On the other hand, the 
measure of disadvantage that demonstrated noteworthy and significant effects on sexual risk 
in the model for young men was material deprivation (0.04 = (log 1.20)*(0.50)). From the 
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Malawi study (Sub-study 3), material deprivation (0.08 = (log 1.37)*(0.58)) and 
unemployment (0.12 = (log 1.77)*(0.50)) were the most influential variables of disadvantage 
associated with coercive sex among young women and young men respectively. 
 
Table 7: Measures of disadvantage with the most variance in explaining sexual risk in Papers I & III 
 PAPER I PAPER III 
Measures of 
disadvantage 
Male Female Male Female 
Material 
deprivation 
0.04 = 
(log 1.20)*(0.50) 
0.10 = 
(log 1.43)*(0.66) 
– 0.08 = 
(log 1.37)*(0.58) 
Financial 
difficulty 
 
– 
0.16 = 
(log 2.11)*(0.50) 
– – 
Unemployment –  –  0.12 = 
(log 
1.77)*(0.50) 
– 
5.3.4 Study design and methods to understand generic and context-specific issues in 
slums (Theme 4) 
Key issues here are that the study design and methods used in this research have shown that: 
 The use of existing data, and identifying gaps in the existing data (for example, being 
imprecise or incomplete) was used to ensure that the two sub studies in Malawi were 
designed to address these gaps. 
 The context for primary data collection in the two sub studies in Malawi (Papers II & 
III) was unique in terms of the urban slum contexts where the research was carried 
out, and believes we managed to reach young people who normally are difficult to 
involve in this type of research. The risks of conducting research in such areas 
especially during odd hours are several and the areas have a notorious reputation 
when it comes to violence and other social problems. For instance, when it became 
known that airtime vouchers were given to participants as appreciation for the time 
given, some of the fieldworkers were harassed by drunkard persons or parents who 
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thought the fieldworkers were satanic worshipers. All fieldworkers were then escorted 
during odd hours, which was not part of the initial set up for the research team. 
 Qualitative methods provided a further understanding of the complex factors (for 
example, a desire for fashionable goods, caring for a sick member of family) that 
could not be tested in the statistical models of association between material 
deprivation and sexual risk (Paper II). 
 Purposive sampling (Paper II) provided a unique opportunity to reach young people in 
urban slums that has in some way provided important new knowledge on how 
deprivation affects young people’s decisions to engage in unsafe sex. 
 Sampling per household using a Kish grid (Cramm et al., 2012) proves problematic 
for young people who are homeless (Paper III). 
 Single-item measurement of facets of material deprivation in Paper I underestimated 
young women’s sexual risking taking, where financial difficulty was found to be the 
most salient influence. This explanation is based on the findings that suggest that 
material deprivation is a more proximate determinant of risk than financial 
deprivation (Greif, 2012). As opposed to aggregate analysis, the modelling framework 
in Paper III allowed me to explore the effect of deprivations at different levels on 
sexual risk taking while accounting for other differences across households, including 
unobserved ones. It allowed us to control for individual economic status, allowing for 
a nonlinear effect on the probability of experiencing coercive sex. 
 A good deal of similarity is observed in the association between material deprivation 
and sexual risk among young people in the urban slums in Malawi and South Africa. 
However, the strength of the association differs by gender in the two countries, with 
the association being generally weakest in South Africa. A possible explanation for 
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these variations could be something to do with inequality range in urban slum settings 
in Malawi and South Africa being different. 
5.4 Summary 
In South Africa, material deprivation predicted sexual risk-taking for both young men and 
young women in urban slums; however, financial difficulty was the most salient influence on 
young women’s high sexual risk taking (Paper I). In Malawi, material deprivation was an 
important risk factor for coercive sex among young women, but not among young men. 
However, unemployment influenced young men to be coerced into sex (Paper III). The 
association of material deprivation and sexual risk remained significant in the presence of 
socioeconomic-based measures (financial difficulty in Paper I, and unemployment in Paper 
III). From the qualitative data from Malawi, insufficient housing and food insecurity 
influenced young men’s and young women’s motivations for engaging in transactional sex. 
Poor access to health care and a desire for high-value social goods (such as cellular phones, 
the latest hair style, and clothing style) influenced the poor young women’s motivations for 
engaging in transactional sex (Paper II) (qualitative data was not available for South Africa). 
Although, the association between material deprivation and sexual risk remained significant, 
it is evident from the Malawi narratives about transactional sex that a desire for fashionable 
goods combined with material deprivation, must be better understood in order to understand 
the complex range of factors increasing sexual risk in urban slums. Reflecting on the study 
design, data collected and the findings from the two sub-studies, a number of study design 
and methodological issues have emerged.  The implications of the methods and results of the 
overall study are discussed below. 
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6. Discussion 
This thesis has highlighted what methodological approach is needed to assess the generic 
and specific urban slum settings regarding HIV risk to be able to suggest what interventions 
are needed to reduce risk of young people in these settings in Malawi and South Africa; 
shown that facing hardship in meeting basic needs seems to underlie motivations for 
decisions to engage in transactional sex among both young men and young women in urban 
slum settings in Malawi. Additionally, poor health care access and a desire for fashionable 
goods may lead young women to engage in transactional sex; indicated that the specific 
patterns of sexual risk or unsafe sex vary by sex and country in urban slum settings; and 
provided multi-level evidence that young women may be coerced to have sex for things – 
such as housing, food or access to healthcare – deemed necessary for survival in urban slums 
in Blantyre, Malawi. Estimates from multi- level models also suggest positive association 
between unemployment and coercive sex among young men in Malawi. 
These findings not only have implications regarding what combination prevention 
intervention strategies are needed for vulnerable groups of young people in urban slum 
settings in Southern and Eastern Africa, but also allow me to highlight what the gaps are 
in understanding the differences between different urban slum settings and contexts. In 
addition, these findings enable me to suggest what future research is needed to develop 
relevant tools to assess the generic and specific urban slum settings regarding HIV risk in 
different countries in Southern and Eastern Africa so as to improve targeting of HIV 
prevention interventions. 
I will now go on to reflect on the findings from this research in relation to the literature. I 
have organised the discussion according to the four thesis themes: (1) patterns of sexual risk 
vary by sex, urban slum settings and country context; (2) underlying reasons for decisions to 
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engage in transactional sex; (3) need for more detailed measures of disadvantage associated 
with sexual risk; and (4) study design and methods to understand generic and context-specific 
issues in urban slums. This section also discusses the key contributions of the research, and 
ends with suggestions to guide planning and implementation of combination HIV prevention 
approaches that engage with the unique needs of young people in slums of the SEA region. 
6.1 Patterns of sexual risk vary by sex, urban slum settings and country 
context (Theme 1) 
Table 8: Patterns of sexual risk: Key findings and implications 
Key findings 
 Significant variations in prevalence of sexual risk practices by country and gender. 
 
 The distribution of sexual risk practices by gender in urban slums is complex both in 
Malawi and South Africa. 
 
 Marked prevalence of coercive sex and transactional sex among both young men and 
young women in Malawi. 
Implications for strategic interventions 
 
 Gender sensitive prevention programmes targeted young people in urban slums are 
needed. These need to be context appropriate and developmental (for example, access 
to school, healthcare and housing) 
 
 Successful policy and prevention programmes to reduce risk of HIV acquisition among 
young people in urban slums may require research informed context-specific strategies. 
This study has highlighted significant variations in prevalence of sexual risk practices 
amongst young people in the urban slums in Malawi compared with young people in South 
African urban slums. Research undertaken in sub-Saharan Africa has affirmed that residents 
in urban slums demonstrate more sexual risk practices compared with residents in non-slum 
locations (Greif et al., 2011; Zulu et al., 2002). For example, residents in urban slums 
demonstrate earlier age at sexual debut, more sexual partners, transactional sex, and lower 
condom use compared with residents in non-slums (Greif et al., 2011; Zulu et al., 2002; 
Adedimeji et al., 2007; Dodoo et al., 2007; Bhana and Petersen, 2010). However, few studies 
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have focused on cross-national differences in sexual risk practices, highlighting examples of 
inter-urban inequalities. This approach to understanding how place relates to unsafe sexual 
practices might be useful in order to inform the development of ‘contextually sensitive’ 
interventions at community level (Cummins et al., 2007). 
This research also has documented marked prevalence levels of unsafe sexual encounters 
among young men and young women living in urban slums in Malawi and South Africa. 
However, the distribution of unsafe sexual practices by sex is mixed. Similar studies in urban 
slums in Kenya  (Zulu et al., 2002; Dodoo et al., 2007; Greif et al., 2011), Nigeria (Kunnuji, 
2014; Adedimeji et al., 2007) and South Africa (Burns and Snow, 2012; Tenkorang et al., 
2011) have also reported a mixed gender distribution of unsafe sexual practices. For example, 
Burns and Snow (2012) documented a prevalence of ‘no condom use at last sex’ of 21.6% for 
black young men versus 32.3% for black young women. The same study recorded a 
prevalence of multiple sexual partners of 43.1% for black young men vs. 16.9% for black 
young women. In this research, Paper I documented a prevalence of multiple sexual partners 
of 64.1% for black young men and 28.7% for black young women; no condom use at last sex 
of 19.5% for black young men and 21.3% for black young women. The differential 
prevalence of sexual risk by sex among young people could be attributed to differences in 
items used to measure sexual risk. Additionally, a far more likely set of factors have to do 
with how structural factors differentially affect young men and women, including lack of 
female controlled methods of HIV prevention, gender-specific norms related to sex and 
alcohol consumption, differential access to cash, as well as differences in local expression of 
material deprivation for men and women. This issue points to the need for standardised 
indicators or measures for some things but also context specific and culturally appropriate 
where need be. The importance of appropriate indicators will be discussed more fully in 
Theme IV below. 
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This research found strikingly high levels of coercive sex among young women and young 
men in the urban slums of Blantyre, Malawi. The high prevalence of coercive sex found in 
this research and other studies conducted in similar settings elsewhere in sub-Saharan Africa 
(Decker et al., 2014; Misganaw and Worku, 2013; Oduro et al., 2012; Jewkes et al., 2006) 
indicates that there has been little progress in reducing the risks associated with sexual 
violence in urban slums. The urgency to address sexual violence in urban slums is 
highlighted in a number of studies (Chant, 2013; Mberu et al., 2013). Interventions to address 
sexual violence among different, defined sub-populations (for example young people or 
young women) are undertaken in different settings, but are often small-scaled and do not 
reach larger proportions of young people living in urban slum settings (Gibbs et al., 2012; 
Mberu et al., 2013). Additionally, reporting from these interventions tends to be anecdotal 
and few have been designed with rigorous research design linked to biological outcomes such 
as HIV incidence and are thus unlikely to show any evidence of effectiveness (Jewkes et al., 
2008). Even fewer interventions are directly targeting structural factors that include 
deprivation of material resources (Burns and Snow, 2012; Gibbs et al., 2012; Greif, 2012) or 
other factors such as alcohol abuse and cultural norms. Furthermore, these interventions are 
undertaken only by a few organisations (Auerbach et al., 2011). The deprivation of material 
resources, such as those described in this research, need to be addressed using a combination 
prevention approach, central to sustained behaviour change. However, better designed 
research in relation to sexual risk is needed as these types of studies are few and the existing 
research evidence is not sufficiently robust to be able to inform development of combination 
interventions for young people in urban slums of the SEA region. 
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6.2 Underlying reasons for transactional sex (Theme 2) 
Table 9: Underlying reasons for transactional sex: Key findings and implications 
Key findings 
 Poor access to health care and a desire for high-value social goods (such as cellular phones, the 
latest hair style, and clothing style) influenced the young women’s motivations for engaging in 
transactional sex (Malawi). 
 
 Housing and food deprivation influenced the decisions of both young men and young women 
to engage in transactional sex (Malawi). 
Implications for research and interventions 
 
 For HIV prevention programmes to be successful there is need for more research to 
understand why young people are inclined to consumerism to a point that they can risk their 
sexual health in urban slums. 
 
 Future studies should gather more perspectives from young men who engage in the 
transactional sexual relationships described in this thesis. 
 
In so much as the findings suggest the central role of material deprivation, participants in this 
study also pointed to an important role of consumerism in the young people’s decisions to 
engage in transactional sex. In line with these findings, Underwood et al. (2011) identified 
poverty, and a desire for fashionable goods, as motivations for engaging in transactional sex 
among young women in Malawi. 
Most of the existing studies in urban slums in sub-Saharan Africa have described 
transactional sex as a means for young women to survive (see, for example, Luke, 2005a; 
Izugbara et al., 2013). However, other studies have suggested that young women living in 
poverty make decisions to engage in transactional sex not only due to economic need but also 
in response to a desire for fashionable goods such as latest clothing styles and cellular phones 
(see, for example, Zembe et al., 2013; Underwood et al., 2011). In this regard, the two 
authors argued that young women develop multiple sexual partnerships to provide them with 
fashionable goods. This issue was identified from the qualitative data collected (Paper II). 
Despite young women’s empowerment as perceived by young men, their risk of acquiring 
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HIV is still not diminished as it is likely that their agency stops at the point of having sex. By 
accepting fashionable goods or money in exchange for sex, the ‘paying’ partner gains the 
right to use his ‘investment’ in the way he chooses (Wood and Jewkes, 2001). Thus, in 
transactional sexual relationships, young women are likely to be signing away their power 
and rights to negotiate the terms for sex (Silberschmidt and Rasch, 2001; Kaufman and 
Stavrou, 2004; Luke, 2003; Wojcicki and Malala, 2001). Therefore, structural interventions 
that engage with material deprivation and/or a desire for fashionable goods are needed to 
enable young people to resist risky sexual relationships characterised by material exchange. 
In addition, future research should gather more perspectives from young men who engage in 
the transactional sexual relationships described in this study. 
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6.3 A need for detailed measures of disadvantage associated with sexual 
risk (Theme 3) 
 
Table 10: Disadvantage and sexual risk: Key findings and implications 
Key findings 
 Material deprivation (making use of simple measures) predicted sexual risk-taking for both 
young men and young women in South African urban slums. 
 
 Financial difficulty was the most salient influence on young women’s high sexual risk taking in 
South African urban slums although material deprivation was only superficially measured. 
 
 A multi-level model was used in the analysis of association between local measures of material 
deprivation and coercive sex in Malawi. 
 
- At household-level, material deprivation was an important factor in predicting coercive 
sex among young women, but not among young men. 
 
- At individual level, unemployment was associated with coercive sex among young men. 
Implications for research and interventions 
 
 The point about young women’s financial difficulty being associated with sexual risk highlights 
the social and material constructions of sexuality. More searching questions using qualitative 
methods on what constitutes financial difficulty and nature of its relationship to lack of food, 
housing and poor healthcare and consumptive patterns require future research. 
 
 Future studies should incorporate a range of sub measures of material deprivation and 
consumerism that are found to be important in the urban slums of the SEA region. 
 
 Standard indicators as well as context specific indicators are needed for the design of 
interventions as well as for ongoing monitoring and evaluation of HIV prevention interventions 
and cross site comparisons. 
 
 Combination prevention strategies should include addressing material deprivation and 
consumerism when targeting young people in urban slums. 
 
In South Africa, material deprivation is significantly associated with or increased odds of 
high sexual risk taking for both young men and young women who reside in urban slums 
(Paper I). Along with material deprivation, financial difficulty was the most salient influence 
on young women’s high sexual risk taking in South African urban slums. In Malawi, results 
from multi-level models suggest positive association between unemployment and coercive 
sex among young men (Paper III). However, there was no statistically significant relationship 
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between material deprivation and coercive sex for young men in the adjusted multi-level 
models – suggesting that facing hardship in meeting basic necessities does not seem to affect 
coercive sex for young men in urban slums. This could be about egos - that unemployment 
meant that young men felt inadequate (low self-esteem) and therefore more at risk of coercive 
sex (as victims). This view is similar to what was reported in a study about the association of 
marginalistion, low self-esteem/identity issues and peer pressure with higher sexual risks 
(measured by pregnancy, non-use of condoms and having multiple sexual partners) among 
young people in South Africa (HSRC, 2012). The Malawi study also showed that some 
young women may be coerced to have sex for things (such as housing, food or access to 
healthcare) deemed necessary for survival – a notion described as coercive transactional sex 
in a study among youth in the United States (Tyler and Johnson, 2006). 
Disparities in findings must be expected given that Paper I examined how material 
deprivation together with financial difficulty affects sexual risk-taking, while Paper III 
examined the impact of material deprivation together with unemployment on coercive sex, 
using a multilevel approach. Another explanation of these disparities might be a result of the 
fact that the key independent variable, material deprivation and other covariates such as 
unemployment and financial difficulty vary with time (Tenkorang et al., 2011). The overall 
design of the research undertaken using South African and Malawian data was a cross 
sectional and exploratory study. As a result, time-varying covariates were not included in this 
study because the aim of this research was not to examine changes in these variables in 
relation to sexual risk. 
Findings in Paper I are supported in other recent studies in South Africa (Tenkorang et al., 
2011; Burns and Snow, 2012), indicating that young people living in deprived households are 
more likely to engage in sexual risk taking. However, the finding that financial difficulty was 
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the most salient influence on young women’s high sexual risk taking contradicts the notion 
that material deprivation, measured as a function of lack of finances, should be a better 
determinant of sexual risk than financial deprivation in low-income households. 
Findings in Paper III about the significant gender differences on the risk factors (material 
deprivation and unemployment) for coercive sex are supported by findings from the 
additional analysis of logged coefficients of the two quantitative datasets regarding sexual 
risks by gender – Tables 5 and 7 above. The findings are also supported by other studies that 
give insights to the different contexts within which coercive sex occurs for young women and 
young men (Conroy and Chilungo, 2014; Erulkar, 2004; Jewkes et al., 2002; Moore et al., 
2012; Sikweyiya and Jewkes, 2009). 
In both papers (Papers I and III), we learn that the joint use of measures capturing material 
deprivation and SES (financial difficulty and unemployment) are potentially fruitful for 
partitioning the effects of material deprivation and economic factors (i.e. financial difficulty) 
on sexual risk among young women and young men respectively. However, two issues are 
worth noting: Firstly, although the association of material deprivation and sexual risk 
remained significant in the presence of measures of SES (financial difficulty or 
unemployment), it is evident from the narratives about transactional sex (Paper II) that a 
desire for fashionable goods must be included in the model in order to fully understand 
sexual risk in urban slums. These factors, which were not quantified and tested in the models, 
may derive from individual’s desire for fashionable goods (for example, the latest hair or 
clothing styles and cellular phones). Secondly, comparing the degree of material deprivation 
between Malawi and South Africa can be challenging as Paper I relied on proxy measurement 
of slum residence to allow existing data sources to be applied to research on association 
between deprivations and sexual risk. Proxy measurement of urban slums misses key aspects 
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of actual urban slums (Fink et al., 2014) because it only has face validity. Using self-reported 
indicators at the time of the survey, the material deprivation composite variable from the 
Malawi quantitative dataset not only captures a more accurate picture of the hardships young 
people in urban families living in poverty face, but it is unique exploring differences between 
the two urban slum study sites. However, there are some issues of interpretation that need to 
be considered. The Malawi study found that the sample of young people have only lived 
approximately 18 years since the age group was 18 – 23 years. On the other hand, length of 
stay in urban slum settings in the South Africa survey was not recorded. As a result the length 
of exposure to material deprivation of the individual was not known. This issue points to the 
need to understand the history of the settlement and the history of the mobility of residents to 
understand the factors influencing sexual risk. 
Nevertheless, the robustness of the relationship between material deprivation and sexual risk 
– in the face of the selected control variables – between the two countries that differ in their 
rates of poverty, urbanisation, and other economic, political, social and cultural 
characteristics is an important and meaningful result. Therefore, living in materially-deprived 
households in urban slums presents a powerful barrier to safer sexual practices, regardless of 
the particular country in which these urban slums are located. However, marked variations by 
gender within slums suggest that successful policy, action plans and programme interventions 
to reduce sexual risk may require gender and context-specific prevention efforts in slums. 
These findings have potential implications for strategies required for promoting safer sexual 
practices among young people residing in urban slums in Malawi and South Africa. As a 
growing segment of young people living in urban slums continue to experience high risk of 
HIV acquisition, considerable effort to reduce their risk has aimed to change individual-level 
risk factors (Mmari and Astone, 2013). However, it has been widely recognised that HIV 
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related sexual risks are driven by structural factors that are beyond an individual’s control 
(Auerbach et al., 2011). Thus, contemporary research has shifted from making 
generalisations based on individual-level determinants of sexual risk to structural contexts 
associated with sexual risk. However, there seems to be limited evidence to support the 
success of structural interventions. There has been much recent interest in the findings of 
CTs. A study in Malawi showed that CTs were associated with a 38% reduction in sexual risk 
(Baird et al., 2010). Recent evidence from a similar study in rural South Africa showed that 
CTs resulted in reduced sexual risk, but did not find a reduction in HIV incidence (Pettifor, 
2015). Cluver’s work (Cluver et al., 2014) (in urban and rural settings) shows that CTs are of 
value but that the impact of CTs were enhanced when combined with social interventions (for 
example, social support). Such the equivocal findings add strength to the argument that CTs 
might not be universally effective in urban slum settings. In the light of findings from my 
study, I argue that structural interventions that engage with material deprivation and 
consumerism are necessary in order to yield positive results and more effective interventions. 
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6.4 Study design and methods to understand generic and context-specific 
issues in urban slums (Theme 4) 
Table 11: Study design and methods: Key findings and implications 
Key findings 
 The use of secondary data as the first phase in this research, and identifying gaps in the 
existing data (being imprecise or incomplete for the purpose of my study question) was central 
to the process of designing the two sub studies in Malawi. 
 
 The context for primary data collection in Malawi (Papers II & III) in sub studies 1 and 2 
provided a unique opportunity that has provided new insights on the material deprivation and 
sexual risk nexus among young people that needs to be addressed in intervention efforts to 
reduce sexual risk. 
 
 Qualitative methods (Paper II) provided a depth of understanding of the complex underlying 
factors that could not be empirically tested in the statistical models of association between 
material deprivation and sexual risk. 
 
 Sampling of young people per household using a Kish grid to ensure that eligible individuals in 
the household stand an equal chance of being interviewed in research on disadvantage and 
risk excluded young people who are homeless who also experience higher levels of risk. 
 
 Based on the notion that deprivation is a function of shortage in income (Greif, 2012), and 
therefore a more proximate determinant of sexual risk than income, single-item measurement 
of facets of material deprivation in Paper I were found to underestimate young women’s 
sexual risking taking, where financial difficulty was found to be the most salient influence. 
 
 The multi-level modelling framework in Paper III examined the effect of deprivations, at 
different levels, on sexual risk. 
Implications for further research 
 
 There is need for more research to uncover the most critical structural factors that drive the 
material deprivation and sexual risk relationship in urban slums. 
 
 The need for localized measurement for material disadvantage points to the difficulty in 
research trying to account for the value systems and socially constructed frames of reference 
that sanction acceptable and non-acceptable forms of sexual practice and interpretation of 
factors that health and livelihoods. 
 
 Qualitative research focusing on the formation of localized identities in urban slum contexts 
that builds and expands on quantitative methods will deepen engagement on issues of 
material disadvantage. 
 
The study design and methods used in this research have contributed to addressing a key 
question regarding the extent of heterogeneity in measures of disadvantage and sexual risk 
across and within urban slums. The variations between findings in urban slums in Malawi 
and South Africa in the material deprivation and sexual risk add strength to previous findings 
  60 
of the danger in taking urban slums as homogeneous groups whose challenges can be 
addressed through uniform interventions (Zulu et al., 2011). 
6.5 Contribution to measuring local disadvantage in urban slums 
This research contributes a new methodological approach that highlights what data are 
needed in order to better understand local measures of disadvantage associated with sexual 
risk in urban slum settings in the SEA region. There is a dearth of research on quantifying 
local indicators of disadvantage associated with sexual risk of both young men and young 
women in specific urban slum settings in the SEA region. In addition, there has never been 
consistency on what constitutes and how to define and quantify local measures of 
disadvantage associated with sexual risk in specific urban slum settings in the SEA region. 
As a result, evidence has been lacking in this region to be able to plan for effective 
combination HIV prevention approaches that address unique needs of vulnerable young 
people in urban slum settings. My study contributes in this direction by conceptualising a 
model of local measures of disadvantage in light of key findings from this research (see 
Figure 8). This conceptual model shows that: 
1. A multi-phase study design combining both qualitative and quantitative methods is needed to assess the 
generic and specific urban slum settings regarding HIV risk to be able to suggest what interventions are 
needed to reduce risk of young people in slums. 
2. Using single-item measures from existing data, material deprivation predicted sexual risk-taking for both 
young men and young women in urban slums; however, financial difficulty was the most salient influence 
on young women’s high sexual risk taking. 
3. A desire for fashionable goods and poor health care access may lead young women to engage in 
transactional sex in urban slum settings in Malawi. 
4. Facing hardship in meeting basic needs (housing and food) seems to underlie motivations for decisions to 
engage in transactional sex among both young men and young women. 
5. Young women may be coerced to have sex for things – such as housing, food or access to healthcare – 
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deemed necessary for survival in urban slum settings in Malawi. Estimates from multi- level models also 
suggest positive association between unemployment and coercive sex among young men in urban slum 
settings in Malawi. 
Figure 8: Key study findings: Material deprivation and sexual risk in urban slum settings in 
Malawi and South Africa  
a
 TS=transactional sex; *No statistically significant effect on sexual risk in actual urban slum settings in Malawi.  
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I will now go on to suggest what (1) interventions are needed in urban slum settings to reduce 
risk of young people in these settings in Southern and Eastern Africa (SEA); and (2) what 
future research is needed to develop tools to assess the generic and context-specific issues in 
urban slum settings in the SEA region regarding HIV risk. 
6.6 Towards a combination prevention model in slums of the SEA region 
In my review of the literature, I have struggled to find what I consider to be a comprehensive 
framework to guide planning and implementation of combination HIV prevention approaches 
that engage with the unique needs of young people in urban slums in Southern and Eastern 
Africa (SEA). In the light of my findings from the two sub studies, my suggestion is that we 
need to generate and empirically test an urban slum-specific version of a combination 
prevention framework that accounts for local concepts of material deprivation and 
consumerism in order to reduce a high risk of HIV acquisition among young people in urban 
slum settings in the SEA region. Such a framework would enable governments (and others) 
to respond appropriately to generic and context-specific factors associated with sexual risk 
among young people in urban slums. Whilst a framework can be a good starting point, 
Vearey (2011) cautions that a framework might lead to a ‘static’ representation of conditions 
that are found to be critical in urban slum settings in the SEA region. In the light of this 
caution, I have realised that a comprehensive urban slum-specific combination prevention 
framework will not be possible to generate at the moment based on my study findings. 
However, as an initial step in this direction, it is evident from my review of the literature and 
the findings from the two sub studies that there is need for more innovative research to 
develop appropriate tools to collect more detailed research data on the generic and context-
specific issues in different urban slum settings in the SEA region regarding HIV risk that 
would then inform context-specific responses. My suggestions point to further research and 
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the potential for a multi-country study using a settings approach to assess risks and guide the 
development of appropriate interventions in urban slum settings in the SEA region. Currently, 
it is not possible to undertake such a multi-country study using nationally representative 
datasets such as the Demographic and Health Surveys given that these datasets do not have 
the sample size or level of disaggregation of material deprivations and sexual risk data as 
suggested by the findings of this thesis. 
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7. Study limitations 
A key limitation of this thesis is that it loses attention to a more macro perspective in the 
explanation of structural factors associated with sexual risk in urban slums. In this regard, I 
caution that the interpretation of links between material disadvantage and sexual risk must 
begin with structural causes from a more macro perspective. The socio-economic and 
political context structuring material disadvantage and consumerism exist before these effects 
are experienced at the neighbourhood or individual levels. 
Other limitations of this thesis can be categorised into three broad domains: sampling, 
validity and bias. Additionally, this study is exploratory and context specific. 
7.1 Sampling bias and external validity 
Purposive sampling was applied for the qualitative study targeting a particular group of hard-
to-reach young people (sub study 2, Paper 2). A total of 12 young people were interviewed 
in-depth for the qualitative component of the research. However, it is normally considered 
that qualitative interviews should continue until saturation is met, and this was achieved 
before we reached a total number of 12, but we continued the interviews with some more 
young people to make sure an equal number of young men and women in addition to 
sufficient data of quality had been collected. 
The qualitative study was also based on a selected group of young people in two specific 
urban environments in Malawi and the findings might only be representative of the sampled 
groups in these two settlements. Furthermore, the inclusion criteria had a strict frame, which 
necessitated a search for young people who met the inclusion criteria so the preconditions 
were already given prior to the research. It is therefore not possible to draw any wider 
conclusions about the general population due to this source of bias. However, this unique 
opportunity to reach young people in these harsh urban settings has provided important 
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insights on how material deprivation affects young people’s decisions to engage in unsafe sex 
that needs to be addressed in intervention efforts to reduce risk of HIV acquisition. 
7.2 Internal validity 
Information and recall bias is an important component in qualitative research as well as the 
probability of respondents giving information that is not accurate due to social desirability 
where the risk of over-reporting good behaviour or under-reporting bad behaviour occurs. 
The risk of social desirability was present in all sub studies, not least as it targeted people’s 
sexual behaviours, which are of a delicate nature to many people. For sub study 2, IDIs 
followed a guide, but the interviewer could go back and discuss issues if the interviewee 
contradicted himself or herself for further clarification on sensitive issues. Furthermore, self-
reported data does not determine the actual or complete structure of the underlying reasons 
for sexual risk behaviour. However, these IDIs gave the interviewees an opportunity to shed 
light on the nature of their social and sexual relationships. All interviews were based on self-
reported sexual behaviour and social relations, based on a homogeneous sample that were 
purposively selected and may therefore be difficult to generalise the findings. 
The surveys (Paper I and III) included self-reported data, which are likely to be biased. The 
recall period was 12 months, which might affect young people’s ability to remember details 
of sexual activities and the probability of giving inaccurate information. Also, the research 
assistants were trained to minimise bias and help facilitate respondents to answer questions 
correctly. Nonetheless, the study was based on self-reported behaviour which might be 
biased, not least in relation to social desirability. 
7.3 Interview, language and other information bias 
Recall bias, an important form of information bias that affects internal validity in quantitative 
studies, has been discussed in the preceding paragraph. With regards to qualitative data, the 
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use of in-depth interviewing aimed at exploring specific questions defined in the guides and 
were considered the best method to obtain new knowledge. However, this task demands skill, 
not least due to the sensitive issues addressed and to the nature of the research. Competence 
is thus central to the data collection process including: cultural awareness and knowledge, 
which includes self-awareness of the researcher’s different background and knowledge of the 
cultural background of the informant and communication patterns. It further includes dealing 
with the recognition of cultural differences, by having respect for cultural diversity and a 
receptive attitude (Suh et al., 2009) during the interviews. Following the cultural competence 
perspective, in-depth interviews as a qualitative research technique is a unique process, 
especially in this study where the aim was to explore contextual factors. In that specific 
interview situation, several factors might influence the process. The possible factors include 
interviewing skills, preparedness, social status, ability to establish rapport, communication 
skills, desire to please, cultural and ethical issues (Birks et al., 2007). These factors were 
addressed in this study by undertaking extensive training in qualitative interview techniques, 
performing a situation analysis, and pre-testing of the data collection instruments. 
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8. Conclusion 
This research has made use of two sub studies to contribute to the understanding of how the 
under-analysed components of local measures of material deprivation– insufficient housing, 
food insecurity, and poor access to healthcare – are associated with sexual risk among young 
women and young men in urban slums in Malawi and South Africa. The Malawi findings of 
the research contributes to the understanding of sexual risk by using multiple-item measures 
of insufficient housing, food insecurity and poor access to health care to conceptualise 
material deprivation in a multi-level model in relation to sexual risk. The key findings of this 
study are that (1) facing hardship in meeting basic necessities seems to underlie motivations 
for the making of decisions to engage in transactional sex among both young men and young 
women in urban slums; (2) poor health care access and a desire for fashionable goods may 
lead young women engaging in transactional sex; and (3) young women may be coerced to 
have sex for things – such as housing, food or access to healthcare – deemed necessary for 
survival in urban slums and unemployed young men being at higher risk of coercive sex. 
Overall, the findings of this research regarding the strengths of association between various 
deprivations and dimensions of sexual risk illuminate gaps in understanding the differences 
between different settings and contexts. These findings point to future research that is needed. 
In order to guide the development of effective combination prevention interventions, a 
research priority is to develop tools to assess the generic and context-specific issues in urban 
slums in different SEA countries leading to young people being at higher HIV sexual risk. 
8.1 Policy recommendations 
The review of the literature has highlighted the absence of any policy or guidelines to 
respond to the high sexual risk of young people specifically in urban slum settings in 
Southern and eastern Africa. There is also an absence of a framework to understand and 
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guide the response to the multiple sexual risk factors using a combination prevention 
approach.  This study recommends the development of combination prevention approaches 
that are informed by context-specific measures of material deprivation, desire for fashionable 
goods and other local specific sexual risk factors. This recommendation would entail the need 
to review existing combination HIV prevention frameworks targeting young people in order 
to determine whether they address the unique needs of vulnerable groups of young people 
living in urban slums, if they address the structural determinants of HIV and are equity-
promoting. Importantly, effective implementation of such approaches must also be monitored 
(using appropriate slum-specific indicators). In addition, this recommendation would allow 
existing structural intervention efforts targeting young people, (such as cash transfers) to be 
evaluated and revised. Based on the findings of this research, material deprivation and 
consumerism are risk reduction interventions that need to be explored further, possibly 
through action research. Slum and gender specific components will be needed. Youth focused 
combination prevention strategies are needed within urban slums to deliver evidence based 
comprehensive response to reducing high risk of HIV acquisition. 
8.2 A specific combination HIV prevention model for urban slum settings? 
Based on the findings of this research, I have suggested the need for a specific combination 
HIV prevention model for young people in slums in the SEA region. It is proposed that this 
approach can assist governments in this region to engage with the unique needs of young 
people residing in urban slums, and therefore to reduce risk of young people in these settings. 
It can also assist in understanding what the gaps are regarding the differences between 
different urban slums and therefore what future research is needed to develop tools to assess 
the generic and specific settings in SEA countries regarding HIV risk. These suggestions 
point to the need for future research and the potential for multi country study using a settings 
approach to assessing risks and guiding the development of appropriate interventions. 
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